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Abstact
The Administration on Aging in the U.S. Department of Health and Human
Services estimated that by 2030, the population ofolder adults aged 65 and above will be
about 71.5 million. A matter of concem among the older population is the increased
incidents of stroke. At the same time, there is an increasing number ofolder adults living
in environments such as congregate facilities, where information on health issues from
peers, in addition to professionals, is readily available. However, it is relatively unknown
how older adults living within this environment assess the sources of health information,
or about the influence ofsources with which they have emotional bonds. In this study, the
emotions that influence the way older adults evaluate sources of health information,
including sources of information about stoke, are explored by using a qualitative
methodological approach. Unstructured interviews were conducted on thLree separate
occasions with each participant, with six participants in total. One main theoretical and
practical insight concems the impact of various networks on participants, as well as the
emotions that participants encountered with connection to the information sources'
Message sources positioned within the overlapping network influences are then assessed
based on their perceived emotional ties. The participants regarded the emotion of comfort
as arising from the center oftheir network ofinfluences, which is an overlap of
information, social or peer groups, and close relationship networks.
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CHAPTER ONE
Health, stroke, and the living environment: An introduction
Based on census projection, approximately 7,900 people in the United States tum
60 each day in 2006. The Administration on Aging in the U.S. Department of Health and
Human Services estimated that by 2030, the population ofolder adults aged 65 and above
will be about 71.5 million, twice the number in 2000 (Greenberg, 2004). A matter of
concem among the older population is the prevalence of stroke. According to a report by
the American Heart Association, the lifetime risk for stroke among older adults aged 55
and above is greater than I in 6, and stroke is ranked as the third leading cause of death in
the United States (Thom et al., 2006). An implication ofa rapidly aging population is the
urgent need for more attention on individual and collective well-being, the provision of
long-term care, and the management of illnesses, and especially, stroke.
However, the absence of illness is not the only indicator ofhealth. Being aware
and knowing about health issues, in other words being effectively communicated to and
knowledgeable about them, are also important indicators. Understanding peoples'
perception of health issues and diseases is particularly relevant to achieve a state of
"complete physical, mental and social well-being and not merely the absence ofdisease
of infirmity" (World Health Organization, 2006).
There is an increasing number ofolder adults living in environments where
information on health issues from peers, in addition to professionals, is readily available.
With an increase in the types of congxegate housing available such as assisted and
independent living facilities (Krout & Pogorzala,2002), there may be a concomitant
increase in the reliance on social interaction among the residents for health information
(Boneham & Sixsmith, 2006), including how to manage illnesses such as stroke. As more
and more older adults are living in new environments within new social networks for a
long period of time, the need to understand the impact of these networks in health
communication increases. This study hopes to contribute to existing literature on how
messages are evaluated by the older population by providing an in-depth description of
the older adults' perception ofeffective health messages.
Knowing how older adults evaluate health messages can lead to improved efforts
in encouraging stroke prevention and reporting. Stroke prevention includes adopting a
healthy lifestyle as well as knowing how to detect an onset of stroke. The American Heart
Association reported that about half ofthe patients who experienced a trans ient ischemic
attack failed to report it to healthcare providers (2006). If reported in time, proper
treatrnent can be administered and the rate ofrecovery increases significantly (Adams,
Adams, Zoppo, & Goldstein, 2005). The urgent need for detection of shoke symptoms
makes it important to find out how older adults evaluate stroke-related messages and
whether the information is properly communicated. By exploring how older adults
respond to health messages, this study hopes to reveal how communication and education
efforts targeted at older adults have fared. The results ofthe study can also impact the
cunent delivery ofservices to tle older population who are now susceptible to stroke.
Previous research has already begun to help professionals better direct their
efforts. Studies have demonstrated that knowledge about and perception of stroke among
the general public, communication and information-sharing during stroke rehabilitation,
and perceived credibility of professional sources all contribute to increased understanding
of stroke and of effective treaunent (Pratt, Ha, Levine & Pratt,2003; Yoon & Byles,
2002; Anderson & Marlett,2004; Rodgers, Bond & Curless,200l). However, results still
show an inadequacy in the provision of information in terms of message delivery and
content (Wellwood, Dennis, & Warlow, 1994). This research hopes to explore two
aspects of communication and leaming about health 
- 
the inlluence ofsocial networks
and source credibility.
One area that is under-explored in available literature on source credibility,
especially as related to health communication, is the influence ofsocial networks on
source evaluation. Existing literature points to a relationship between living within a
social network and the preference for familiar and similar people as information sources
(Boneham & Sixsmith, 2006;Tudy & Hale, 1998). Since social networks within the
living environment may lead to a different evaluation of source credibility from existing
constructs about source credibility (O'Keefe,2002), does that evaluation influence the
way people construct their perceptions ofhealth messages?
Studies have shown that source characteristics such as attractiveness and liking, in
addition to expertise and trustworthiness, influence the outcome of communication
efforts (O'Keefe, 2002). A better understanding of how message sources are perceived by
target audience can facilitate health communicators' ability to enhance stroke prevention
and detection among this community, and hence, timely treatrnent. This research hopes to
explore what cre dibility means to older adults living in a congregate living facility, and
also find out how they are guided by emotions in their evaluation ofhealth messages.
The research emphasizes how a person constructs meanings and interprets their
experience, and thus, interpretive methods can best achieve that purpose. Interpretive
methods are phenomenological by nature, where the purpose of research is to understand
the social phenomenon through the point ofview ofthose in it (Neuman, 2000). The
phenomenological approach is also frequently used in the areas of health communication
and medical research (Shaw, McTavish, Hawkins, Gustafson, & Pingree, 2000; Bauer &
Orbe,200l). The outcome of interpretive research is the in-depth discovery of social
lives and how people structure meanings in a natural setting.
The purpose of this research is to understand the concept of credibiliry from the
perspectives ofolder adults by taking ajoumey them in their daily lives. This study
attempts to go beyond the objective classification ofcredibility based on the constructs
derived from previous research. The interpretive approach hopes to find out how older
adults evaluate health message sources by hearing their descriptions, and understanding
how their emotions and feelings guide them towards their definitions. In this study,
credibility focuses on personal affect towards persuasive attempts, and how tlat led to
tleir preference for certain message sources in their experience with health messages, and
specifically those about stroke.
This research has implications for improving the way communication and
leaming take place within a congregate environment. Health communicators and
educators who are presenting information on stroke prevention may find the information
useful as to how sources of information are prioritized or viewed from the perspectives of
the older adults. This study hopes to add to existing literature on the complex
relationships between social networks, leaming, and how meanings are created, attended
to, and made meaningful.
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CHAPTERTWO
Information, sources, and emotions: Description of phenomena
Numerous communication researchers in various fields 
- 
such as cognitive
anthropology, psychology, and cultural perspective 
- 
have sought to understand how
people make sense of the situations they face. They believe that fundamentally, the way
people perceive reality and their social environment guides them towards evaluating
information, making decisions, and solving problems.
One aspect ofpeople's social environment tlat has interest scholars happens to be
their perception of source credibility. While source credibility is strongly related to
message effects, source credibility is also tied to social networks. It is important,
therefore, to explore social networks and perceptions of source credibility in order to
fully understand message effects.
This study focuses on exploring how older adults evaluate source credibility,
within their social networks. It hopes to explore how emotions arising from social
networks influence people's evaluation of sources, and ultimately, information
processing.
Social Construction and Information Processing Models
When people develop specific knowledge about a particular phenomenon, they
construct mental models, or beliefs, to help them understand, organize, predict, and
explain the experience (Medin & Ross, 1992). Mental models are actively and
spontaneously constructed (Medin & Ross), and may become intersubjectively shared by
groups of people (D'Andrade, 1995).
In health knowledge, people frequently construct mental models about symptoms,
threats, and treatments based on their active construction of available information (Medin
& Ross, 1992). The mental models, in tum, greatly influence their health behaviors. A
major implication of mental models when combating certain ailments 
- 
such as
hypertension 
- 
is that patients do not necessarily follow the treatments prescribed by
physicians. This is due to the different mental models that people have constructed for
their diseases.
From a cultural perspective, the mental model of health has the human body
placed in a relationship with the extemal environment. According to Emily Martin
(1994), the way people view their bodies has shifted over time from being impermeable
to one that is in constant interaction with outside conditions. A systems view of the body
emerges when we view ourselves and the cause ofour health issues as belonging to one
single system.
In a study on human bodies as systems, Leventhal and colleagues (2001)
demonstrated how the societal, environmental, community, and individual contexts are
influencing how older adults practice selfregulation when adopting health-related
behaviors, such as smoking or dieting (2001). Confirming Leventhal et al.'s (2001)
model of selfregulation, older people engaged in rehabilitative activities and exercises
were found to be motivated by all levels of individual and social contexts (Wallace &
Lahti, 2005). The model of self regulation reveals how mental models are results ofsocial
construction.
Furthermore, consumer empowerment and autonomy have given rise to the
importance ofstudying how older adults construct and actively engage information
around them, especially health messages. The development of consumer empowerment,
or consumer direction, is a result of factors such as the increase cost of healthcare and the
decrease in number of frontline health workers (Stone, 2000). According to Stone, the
premise of consumer-direction in long-term care needs is that individuals should have the
power to decide on the type of care they receive and the nature ofsuch services. Also,
people have control over the type of health information and services they want to receive
which are common in congregate living type of long-term care for older adults (Eustis,
2000). In such facilities, a consumer-directed model has several benefits: constant
interaction with social support and basic health systems, ability to recognize and interpret
health-related symptoms, assertive roles in making decisions, self-treatment, and health
education.
In this context, available research still reveals an inadequacy in the provision of
information on stroke. In stroke management, the lack of information contributes to poor
health and deteriorating emotional statuses of stroke survivors. Studies revealed a
discrepancy between what the patients and caregivers want to know, and what healthcare
professionals and communicators provided (Rodgers, Bond, & Curless, 2001).
Information provision is also found to be inadequate in terms ofthe content and the
possible support ofthe patients' long term care plan (Anderson & Marlett,2004). In a
research on target audience, Wellwood, Dennis, and Warlow (1994) discovered that
information given to caregivers is more useful as they are better able to identifr
symptoms and communicate with the patients.
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Influence of social networlu on information processing
In the area of effective communication and leaming, it has been shown that past
experiences, life history, and one's social life influence how people process information
(Andersson & Andersson, 2005). Specifically in healthcare, the traditional mode of
formal, top-down instruction has been challenged as formal leaming from an expert was
seen to be inadequate and could not fully impart the necessary skills (Ashkam, 2005). A
more personalized approach, taking into account the social network of leamers, was
found to be more effective.
Social networks refer to "the people with whom an individual maintains
interpersonal relationship" (Antonucci, 2001 , p.428). Social networks play an important
role in influencing behaviors as Litt, Kleppinger, and Judge (2002) discovered that social
networks help encourage older adults to continue exercising, and other researchers found
out that social networks influence a person's health-related decision-making (Tardy &
Hale, 1998; Dorsey, Scherer, & Real, 1999).
Related to social network is Putnam's idea of social capital. Putnam (1995)
defined social capital as a feature of"social [organization], such as networks, norms, and
trust that facilitate co-ordination and co-operation for mutual benefits" (p. 67). Boneham
and Sixsmith (2006) explored social capital in the lives of older women in a
disadvantaged community and found out that one benefit ofsocial capital is having close
social ties with others. Different types of social networks vary in their health-enabling
potential among the older women, and within their social network, they sought health
advice from each otler. Health advice in this instance includes cures for symptoms as
well as recommendations for physicians. When leaming about health matters, older
women in the disadvantaged community rely on formal as well as non-formal, non-
professional sources. The shared social network may imply a sense of similarity felt with
peers, and that may translate into choosing the peers as possible message sources.
Moreover, similarity has been shown to enhance the credibility of speakers (O'Keefe,
2002).
Another benefit of social networks that contributes to leaming and effective
communication is peer social support. Social support refers to the quality and content of
the interpersonal interaction within the social network. Researchers discovered that peer
social support is integral in gaining mutual knowledge, resolving needs, gaining
independence, and achieving rehabilitation goals at a faster pace (Antonucci, 2001;
Byers-Lang, 1984; Sourtzi, Amanatidou, & Velonakis, 2003). Informed social and
community support is important in the areas of health communication and education in
congregate living, especially with the need to balance autonomy and informed decision-
making (Scala & Nemey, 1999). An equally-integral part of social support is peer
modeling that places importance on the credibility of the peer role model (Tumer &
Shepherd, 1999).
Within social networks, it is relatively unlnown why people choose to obtain
information from certain sources, especially about health messages. Research has shown
that due to similarity within social networks, people tend to obtain information from
sources that they feel similar to or familiar with (Tardy & Hale, 1998). However, the
question remains as how do the older adults, who are constantly interacting with people
in social networks living in a congtegate living facility, evaluate the various sources of
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health information. In other words how do older adults within the social networks in their
living environment appraise source credibility?
Importance of sourc e characteris tics
Previous research on source credibility has only indirectly addressed the
relationship between social network and the perceived credibility or "believable-ness" of
the information source. In persuasion, the interest of creating a message is to effectively
alter behaviors or beliefs. Drawing on Aristotle, Woodward and Denton, Jr. (2004) said
that the speaker of the message should not only put the audience in the right emotional
mindset (pathos) and use sound logical arguments (logos), but also have good character
appeal (ethos).
Character appeal has been the subject of study through the years by various
researchers for its effects on persuasion (McCroskey, 1969; O'Keefe,2002). Woodward
and Denton, Jr. described it as the "personal or professional reputation the persuader
brings to the persuasive setting...[and we] usually have little difficulty recognizing the
general traits of credibility;' (2004,p. I I l, emphasis added). While credibility is easily
recognizable, it is a difficult concept to explain, and researchers have attempted to devise
constructs to help with its explanation. O'Keefe (2002) attempted to explain source
credibility as encompassing traits such as expertise, trustworthiness, fluency, liking,
similarity, and humor. High credibility is further defined by characteristics such as
faimess, honesty, reliability, goodwill, attractiveness, and sincerity.
The evaluation of source credibility is an important feature in Petty and
Cacioppo's Elaboration Likelihood Model (O'Keefe, 2002). The Elaboration Likelihood
Model (ELM) suggests that under different conditions, a person engages with the
l0
message with varying degrees of elaboration. ELM is a framework of information-
processing that relies on two routes ofpersuasion 
- 
the central route of systematic-
thinking that involves the careful examination of arguments; and the peripheral route of
cognitive shortcuts that is based on other decisions such as assessing source credibility.
According to ELM, as elaboration decreases, the person relies more on peripheral
shortcuts than systematic thinking (O'Keefe, 2002).
An important aspect ofthe peripheral route ofELM is the role ofa person's
beliefs and attitudes. ELM posits that peripheral shortcuts engage a person's beliefs and
attitudes, rather than the systematic thought process (O'Keefe, 2002). Thus, a person is
considered to be less-involved in the elaboration process when using the peripheral rather
tlan the core route. It is also suggested that personal affect influences a person's attitudes
(Mackie, Asuncion, & Rosselli, 1992). Attitudes 
- 
the way a person generally evaluates
an object 
- 
serve different functions in a persuasive elaboration process. For example, the
value-expressive function of attitude reflects the central values of the person while the
social adjustive function of attitude helps the person adjusts to social situations and
groups (O'Keefe, 2002).
Since source credibility is deeply rooted in personal affect and emotions, and
source credibility is also linked to the overall impact ofthe message, it can be argued that
how one responds to messages involve personal affect and emotions as well. While
source credibility helps enhance the believability ofthe message, it is also highly
audience-specific and unique to the context of communication. Personal affect and
emotions, which are shaped by social construction, can potentially lead to different
constructs of source credibility.
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However, after decades of reviewing source credibility constructs by
communication scholars, McCroskey and Young ( 1 981) urged that further research
should stop. The authors felt that source credibility 
- 
which encompasses expertise and
trustworthiness only 
- 
has to be distinguished from other personal effects of sources on
target audience. Despite their claim, the impact of social networks and emotions on
evaluation of source credibility has not been well-explored.
The traditional constructs of source credibility can be contended with ifone views
the individuals' mental models, their choices of elaboration, and their social situations as
factors that enable the different ways in which people placed emphasis when evaluating
sources. For instance, in Greenberg and Millers' (1966) study, sources that were
traditionally thought ofas having low-credibility elicited positive message appeal among
the audience, simply by manipulating the way identification of sources and timing of
messages are connected. Likewise, Strutton and Tanner (1994) discovered in a study that
older adults have different ideas of what it meant by credibility. Contrary to traditional
constructs ofexpertise and trustworthiness, the older adults in this study viewed credible
sources as being trustworthy but not necessarily experts. Also, experts are not often
viewed as being credible. It is plausible that due to interaction within social networks,
people have leamed to identiff traits of source credibility differently.
The goal of this research is not to add to available constructs of source credibility
but to understand how the concept of"credibility" is tied to social networks and
thereafter, its influence on how messages are evaluated or perceived. The evaluation of
messages in the course of communication and leaming can be a result of the individual's
mental models (Medin & Ross, 1992), the social environment (Dorsey, Scherer, & Real,
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1999), and influence from peers (Boneham & Sixsmith,2006;Tady & Hale, 1998).
Understanding how people evaluate sources can lead to a better understanding ofwhy
messages are accepted or rejected.
Sources can be evaluated through personal affect and emotions. According to
ELM, cognitive, systematic thinking helps a person evaluate arguments and hence,
impacts the eventual persuasive power ofthe message. However, one should also
examine the personal affect that leads to the assessment of source credibility. A
framework that enhances a better understanding of the emotional aspect of evaluating
sources is needed.
Social Construction of Emotion
"After deconstruction, emotion retains value as a way oftalking about the
intensely meaningful as that is culturally defined, socially enacted, and personally
articulated." - Catherine A. Lutz, Unnatural Emotions
Research on decision-making is dominated by theories such as social leaming
theory (Bandura,1977) and schema theory (D'Andrade, 1995). While cogritive
knowledge is important in helping people make decisions and experience situations,
emotions are also critical in these processes (Fieler, 2002). According to Stein and Oatley
(1992), emotions cannot be described as pure universal constructs, innately biological, or
predictable. Instead, emotions are results of social construction, influenced by culture and
socialization.
Emotions have been assumed to be irrational and void ofcontrol, as opposed to
the more rational and sensible cognitive thoughts (Lutz, 1998). However, to fully explore
the functions of emotions, we have to stop treating them as a breakdown or absence of
cognitive functions, but as an expression of human relationships and cultural bonding.
l3
People use emotions to help adapt their behaviors accordingly; and as people age,
the range of emotional responses increases (Rim6, Corsini, & Herbette,2002). Emotions
serve functions of appeal, soliciting reactions, displaying inner emotional states, and
informing others how people evaluate a situation (Hess & Kirouac, 2000). However,
previous research on the relationships between social networks, credibility, and message
effects has virtually ignored the emotional contexts of social interaction.
Social construction of emotions posits that not only are emotions developed
within the individual, it is also developed through a process ofsocial interaction. For
instance, the individual level of emotions consists ofexperiences, thoughts, and
reflections on feelings triggered by the event; whereas on the interaction level, emotions
are revealed, constructed collectively, and interpreted thLrough mutual sharing and talk
(Mattley,2002).
Social construction of emotion has also been studied as a system that individuals
develop as they communicate and leam with each other (Johnson-Laird & Oatley,2000).
Emotions are "syndromes" (p. 85), constructed through social interaction where people
leam about meanings of behaviors, and the emotions associated with them (Littlejohn &
Foss,2005). Emotions and belief systems help people define and make sense of
situations, objects, and other people. These emotions are socially engendered in the
process of interpersonal social interaction, which highlights the importance of taking into
consideration the social networks when studying emotional responses (Hess & Kirouac,
2000).
People can be guided by emotions tojudge another person,s character since
values and morals are distinctive and cultivated in emotion (planalp, 1999). In social
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interaction, people are constantly assessing each others' logic and personality (O'Keefe,
2002) but rational thought alone is not suffrcient when studying how an individual relates
to message sources. Emotions can also be a powerful means of expressing the appraisal
ofa source, which in the process, may lead to the acceptance or rejection ofthe message.
In the community of disadvantaged women (Boneham & Sixsmith, 2006) and the
group of new mothers (Tardy & Hale, 1998), health advice from peers is taken more
seriously, before the participants proceed to the physicians. For example, they
experienced "uneasiness" and "anxiety" when visiting a new doctor, and they felt "at
ease" when hearing a recommendation from a friend. It bears importance to delve deeper
into the richer emotional baggage and experiences that the participants rely on when
experiencing those emotions, and how these emotional influences (besides cognitive
evaluation) guide them towards making decisions.
Exploring emotions as arising from social networks helps us understand how
people communicate and leam within specific contexts, even about health matters that
have been traditionally treated as a rational, cognitive field. Emotions and logic work
hand in hand when people make moral judgments on source credibility (Planalp, 1999).
While moral judgments based on pure emotion could be unreliable without logic, the
same judgments based on pure cognitive logic are powerless without emotional input.
Therefore, ifthe living environments and social networks lead to positive feelings
towards similar or familiar sources (Tardy & Hale, 1998; Boneham & Sixsmith, 2006),
and credibility of the speakers leads to positive inlended effects of the messages, the
important question posed in this research is: How do emotions play a part in the way
older adults living in a congregate living facility within their unique social network
l5
evaluate the characteristics of health information sources, with an emphasis on sfioke
information?
Will the living environment and its social network lead a person to define source
credibility based on emotions such as liking, compassion, and sympathy or based on
traditional constructs ofcredibility such as trustworthiness and expertise (O'Keefe,2002;
McCroskey & Young, l98l)? And how do these perceptions lead them towards their
particular construction of messages?
In order to explore the above questions, one has to find out how the older adults
construct their ideas of source credibility, and how the living environment and its social
networks lead them to evaluate stroke prevention message sources. Firstly, one has to put
aside all previous notions of source credibility and explore, from the older adults'
perspectives, their definitions. Secondly, since the emotion is a highly volatile construct
(Lutz, 1998), a method that captures its ongoing development is needed. Thirdly, older
adults have to recount their experiences in a natural setting in order to explore the
complexities of their social networks.
Therefore, this research needs an approach that helps the researcher explore the
meaning-making process ofthe older adults through an in-depth discovery ofthe role
emotions play in how the older adults evaluate source credibility. A methodological
approach that helps the researcher and the older adults evaluate past events and
experiences are required, as emotions towards sources are developed through an ongoing
process of social network identification and personal growth.
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CHAPTERTHREE
Making sense of emotions: Methodology and procedure
In Catherine Lutz's research, ethnopsychology was used to explore "the way
people conceptualize, monitor, and discuss their own and others' mental processes,
behavior, and social relationships" (1998, p. 83). It arises from ethnomethodological
premises that require one to anticipate and make sense of the behaviors of others and
evaluate the socially-formed relationships.
Beyond words, ethnopsychology is concemed with the meanings people attach to
words. Other than pure denotative meanings, one has to understand the complex
connotations, or rather, the individualized meanings people use to understand the world
(Lutz, 1998). Understanding the emotions therefore imply studying words people use in
the context oftheir experiences, background, and culture, and not simply as words with
universal meanings. In this study of emotions, the unique experiences and social
networks of the participants will be important as backdrops and influences in their spoken
responses. Emotions are situated in language, and frequently determine behaviors and
actions (Fiehler, 2002). A detailed examination of what people do or say in their
everyday lives to convey emotions is required.
Conducting a naturalistic stufu
The naturalistic mode ofinquiry delves into that process by developing,.an
understanding ofsocial life and [discovering] how people construct meaning in natural
settings" (Neuman, 2000, p. 7l). To understand a social phenomenon in detail,
researchers have to explore how meanings are being formed, and simultaneously clarify
the meanings expressed in the words and actions ofpeople (Schwandt, 2005).
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A naturalistic approach gathers a rich understanding ofpeople's "symbolic
structures" (p. 3) as they maintain their relationships and emotions (Kreps & Hemdon,
2001). Likewise, it takes into consideration the multiple levels of relations among the
messages, the participants, and their social contexts (Hymes, 1974).
Method of Inquiry 
- 
The Field Interview
This study relies primarily on immersive, unstructured interviews for in-depth
gathering of qualitative data (Neuman, 2000). Unstructured interviews explore the
complexities of participants' experiences without setting boundaries in the form ofpre-
set categories found in structured interviews and surveys, which limit thick descriptions
(Fontana & Frey, 2005). An unstructured interview helps the researcher gather thick
descriptions on the lifestyles, communication, and leaming experiences of the
participants.
To investigate social construction of emotions using the unstructured interview
approach, the researcher first recognizes the two-way process ofany communication and
leaming settings and provides an opportunity to help participants make sense of their
communications and leaming experiences (Dervin & Frenette, 2001).
Se nse - Making Me t hodo I o gt
The general concept of zatr ng sense in organizations has been foundational to the
work ofKarl E. Weick, who believes that people understand or reflect on their pasts
through an ongoing execution ofreality (Craig-Lees, 2001). To understand the
complexities of emotions, a phenomenologically-based methodology is appropriate as it
mandates that the analysis of words used be the focus in order to fully describe the
continuous process by which a person constructs the world (Hopkinson, 2001).
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Specifically, communications scholar Brenda Dervin developed a methodology
called Sense-Making to help researchers in the fields of communications and leaming.
Sense-Making methodology shifts attention away from information as an object, to focus
on information as a product of active human observation at specific time and space
(Dervin, 2003). People construct sense out oftheir situations, and actively seek out
information and messages to help them bridge gaps, solve problems, or answer questions.
Relating it to the interpretive paradigm, a person actively constructs his or her own
meanings of the world around them using logic and emotions (Littlejohn & Foss,2005).
The metlodology has been used by scholars to study topics related to
communication and leaming in the areas ofpublic health, campaigns, nursing, education,
and media use (Andsager & Powers, 2001; Dervin & Frenette, 2001; Dervin & Song,
2005; Schaefer & Dervin,2005). (An exposition on the Sense-Making methodology can
be found in Sense-Making Methodologt Reader: Selected lYritings by Brenda Deruin
(2003).)
Sense-Making methodology provides researchers with a set oftools to understand
how people use reasoning, thoughts, and emotions to work through various life situations.
Schaefer and Dervin (2005) determined six dimensions that researchers should explore
when using Sense-Making methodology.
a) Context 
- 
Sociocultural contexts in which participants live e.g. the
independent living facility and social networks.
b) Situations 
- 
Moments where participants felt they were blocked or
hindered in their experiences with health-related matters or information.
c) Gaps 
- Queries, prrzzls1nsft5, and confusion participants experienced in b.
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d) Bridges 
- 
Reasons and emotions participants rely on to make sense over
c.
e) Verbings 
- 
Communication through which procedures are performed.
f) Outcomes/Uses 
- 
How the participants were assisted during those
situations when dealing with messages on health.
The current research intends to focus on the situations in which participants felt
blocked, hindered, or aided in their movement through their life, and the gaps or
questions they experienced with the messages and information sources. The intention of
this research also includes the exploration of their sense-making experiences, particularly
through "verbing".
"Verbing" is central to Sense-Making methodology as researchers can leam how
people make sense oftheir problems in their experiential contexts. The "verbing" analytic
posits that "...the only way to hear another's world is to invite and assist the other in
describing that world as much as possible, entirely in the context ofhis or her own
experiences, understandings, and meaning" (Dervin & Frenette, 2001, p. 73).
Dervin and Frenette (2001) suggest that situations can be explored using two
aspects ofthe verbing analytic. One is through situation movement states, where the
researcher explores how participants view themselves being stopped or moved at that
moment. Some examples include being led, blocked, or facing a banier. Another aspect
ofverbing is tl[ough helps, when participants evaluate outcomes of health messages and
information sources, and how that helped facilitate their movements'
Underlying these constructs, this research hopes to uncover the emotional aspects
of the participants' experiences. According to the methodology, emotion is one way in
which people bridge the gaps faced in life, and it is part of the verbing analytic. As Hess
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and Kirouac (2000) said, emotions and belief systems help people define and make sense
of situations, objects, and other people.
Research Process
The researcher invited participants to describe their emotions and thoughts in
detail as they retrospectively recall their construction ofhealth information sources, and
in particular, health messages pertaining to stroke prevention. The researcher also
attempted to guide participants to recount how emotions towards the information sources
help them with selecting information to bridge the gaps.
In this study, the main instrument of data collection was the researcher. The
researcher recognized that she brought to the study her own biases and subjective views.
Instead ofachieving absolute objectivity, the researcher recognizes that the data will be
influenced by her personal and subjective opinions (Neuman, 2000). Also, the study
aspires not simply to gather research data, but also to build trust, relationships, and create
a beneficial experience for the participants.
Research will be conducted at Fairville, a mid-size rural independent living
facility in upstate New York. Permission to conduct research has been sought from the
administrators and program coordinators at Fairville. Research is conducted within the
living facility to ensure a comfortable and naturalistic experience (Lincoln & Guba,
1985). About a month prior to data gathering, a series of three "Stroke Awareness" events
was held at the facility. Speakers with diverse backgrounds (e'g. physicians, health
professionals, and stroke survivors) spoke about topics related to detecting stroke
symptoms, prevention, and the importance of maintaining a healthy lifestyle. At the end
of the third event of the series, the researcher gave a recruitment speech, inviting
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residents to participate. This took place on a Friday aftemoon, when all residents were
invited to the auditorium for aftemoon tea. Participants were invited to respond by
mailing the researcher a pre-addressed, stamped postcard. They had to indicate their
interest to participate, include their contact number, address, and an optional field asking
them if they have personally experienced stroke. They were then requested to mail their
responses within seven days. The researcher received a total of 12 responses, and from
there recruited the initial seven participants for interviews. One volunteer had to
withdraw from the study as she was hospitalized before the first interview took place.
The research proceeded with six participants.
Non-probability sampling was used when recruiting participants. Participants
were chosen purposively in order to explore diverse responses from men and women,
with or without stroke background, as well as both health seekers and non-health seekers.
Length of stay in Fairville was also one ofthe characteristics taken into consideration.
Before interviews began, the participants were asked a number of questions to determine
their mental competency based on a certified Mental Competency Questionnaire. After
they had answered the questions satisfactorily, the interviews proceeded.
Data collection
The researcher interviewed each participant on three separate occasions
individually. The first interview was conducted with the participants to gather a
description of their encounters with sources ofhealth messages, the social context of
those encounters, the situations they faced, the questions they had, and the people who
influenced them.
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After an initial analysis ofthe major encounters, the researcher conducted a
second interview to explore their emotions at these situations. More importantly, the
research sought to explore how emotions influenced, helped, or hindered them from
making decisions or trusting the sources of information. Once data from the first and
second interviews were analyzed, they were checked with the participants in a final
interview to ensure credibility. Each interview lasted between one to three hours. The
interviews were audio-tape recorded, with permission from the participants.
Data Analysis
In concurrent analysis, data collected from the interviews and field notes were
analyzed using the three-step coding method following the grounded theory approach
(Strauss & Corbin, 1990). During the first and second interviews, data was first open
coded to identify and conceptualize phenomena emerging from the responses. The
conceptualized responses were grouped into categories with phenomena that related to
each other. After the first round ofopen-coding, the categories of situations and emotions
were axially coded to establish relationships, using inductive and deductive analysis.
Finally, major categories were selected, in the final stage of selective coding, by
which all otler categories were related to. The major categories were also checked with
the participants and find out, through member-checking interviews, if the categories were
truthful, honest, and in actual fact, their thoughts and opinions.
Ethical Concerns
After getting permission from Fairville's administrators, the study was approved
by the institution's Human Subjects Review board. Consent forms were provided for all
participants, detailing information about the study and their rights as human research
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subjects. The interviews proceed only when the participants read, understood, and signed
on the consent forms. In this report, participants' name and other identifying features
were changed to maintain confidentiality.
Due to the nature ofthe research, displays of strong emotions may be inevitable.
Participants were informed, before the interviews begin, that the research was about
emotions and it may involve the participants recounting emotional aspects of their lives.
The researcher will avoid imposing psychological harm onto the participants and
questions will be changed or aftention diverted in the instances where discomfort are
detected. Participants could choose to withdraw from the study at any point in time.
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CHAPTER FOUR
Fairville Home: Describing the research sefting
The research setting was chosen primarily due to contact pre-established by the
researcher's college located in Central New York. The demographic and lifestyle of
residents at Fairville are also appropriate for this research purpose. Fairville is a
congregate living facility and most residents are cognitively-able to respond to questions
posed in this research and able to recount their experiences to the researcher.
Fairville is a not-for-profit retirement facility located in Central New York, within
close proximity to downtown stores and colleges. It takes about 20 minutes to drive from
Fairville to the grocery store and the mall. Fairville has occupied its current location for
about nine years, since moving from its previous location downtown in 1998.
Residents
Moving into Fairville
Before residents can lease apartments in Fairville, they have to undergo a medical
evaluation by a physician and an interview with the residence director. The purpose of
the interview was to access the potential resident's suitability to stay in the facility.
Applications will then be placed on a waiting list and are notified when an apartment is
available. The average waiting time can be about a few months to a yenr. Once approved,
personal, financial, and health information are kept on file with the residence director and
case manager, but are kept confidential and will not be released without tle resident's
consent.
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Demographics
There are about 185 residents in Fairville, consisting ofsingles and couples. The
youngest resident is 55, and the oldest is about 100 years old. The ratio of women to men
is about 5:1. The majority of the residents are Caucasian (about 99 per cent), with about
60 percent from outside New York state.
Funding
Residents have to pay for all costs of living. Residents in the assisted living
apartnents may use social security insurance to offset part of the living expenses. Some
residents who cannot afford the full market rate will be offered a subsidy based on a
sliding fee scale which may result in more than 50 percent ofthe total cost being
subsidized. Low-income residents may also receive funding from donations.
Lrfestyle
Fairville residents are responsible for determining their own experiences with
regards to the living environment, activities, unless affected by infirmity, as well as
forming social relationships. Residents have autonomy and freedom ofchoice, and are
able to maintain a balance between socialization and privacy. Residents are free to make
their dining or recreational decisions, as well as request for personal care and assistance
with medication.
Residents in the independent-living apartments can leave and enter tle facility at
any time. Residents in the assistedJiving apartments can also leave and enter tie facility
at any time with the exception of having to sign in and out with the residence director.
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Living environment
Location
Room layout. Rooms in Fairville are arranged like an idyllic dormitory, with
warm color-painted walls and carpeted walkways. Chairs are located at several locations
along the conidors, and all the walkways are fitted with railings. There are no steps in
Fairville, and all floors are served by elevators in each of the four wings. Fairville is
brightly-lit, and its rooms resemble that ofan upscale apartment. The rooms are spacious
and carpeted as well. There are mailboxes outside their rooms as well as in the main
lobby.
The first three levels ofthe facility are occupied by the independent living
apartments while the fourth level is occupied by the assisted living apartments. Respite
apafiments are also available for short-term stay. The apartments are always fully-
occupied, with people on the waiting list moving in when others leave.
There are about 125 independent living apartments 
- 
from studio to two-bedroom
apartrnents. All rooms include a kitchen area, bathroom fifted with bathtub or walk-in
shower, living room, and a patio or a deck. Assisted living apartments are studio
apartments that include a sleeping area, a sink area, and a walk-in shower. Other
amenities included are refrigerators, beds, shelves, desks, and chairs. Common safety
features in all rooms are two emergency cords - one in the bathroom and one close to tle
bed, fire alarms, sprinklers, and smoke detectors.
Residents treat their apartments as their own homes. They decorate items brought
from home, and move in fumiture and electronic devices such as personal computers'
Some residents also keep small animals as pets in their apartments.
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Common spaces
Lobby
The main lobby is located inside the main entrance on the third floor, adjacent to
the offrces ofthe residence director and case manager. Residents gather to wait for their
rides and public transport or chat with one another. The tlird floor is also where most of
the common spaces are located.
There is a bird cage, and frequently, residents and visitors stand around the cage
to admire the birds. The birds are taken care ofby a resident volunteer at Fairville. There
are about l0 sofas and couches arranged in the lobby in such a way that people can sit
and see one another. There are also coffee tables around with magazines and newspapers.
Plants, paintings, and wooden fumiture with its soft lighting give the lobby a peaceful
and calm atmosphere. At times, a resident volunteer sits at the main table in the lobby
where he or she greets and welcomes visitors or other residents.
The lobby is a convenient place for residents to meet with other residents or staff
members while waiting for transportation or when reading a magazine. This is like an
informal place where residents can chat with others who are there, without fixing a time
to meet. Sometimes, residents talk about their latest visits to the doctors, diagnoses,
medication and in retum, receive a listening ear, support, and encouragement from others.
Auditorium
The auditorium is on the third level of the facility and it is next to the games room
and the dining room. Regular activities like exercises, lectures, and musical performances
take place at the auditorium, which seats about 100 people. The auditorium is equipped
28
with a sound system and a projector. Seats in the auditorium are movable, so they can be
arranged according to the activities planned.
Socializing events such as aftemoon teas, welcome teas and birthday parties are
also held at the auditorium either weekly or monthly. During such events, residents
gather in groups ofeight to 10 while volunteers serve a variety snacks and beverages
from which residents can choose from. Sometimes, students from the college also
volunteer as servers. Welcome parties are held so that new-comers can be introduced
offrcially to current residents. This is also a chance for new-comers to get acquainted and
make friends with the other residents. Birthday parties are held once a month to honor
residents whose birthdays fall in that month. At birthday parties, a cake is shared among
the residents who tumed up. This is a time of celebration and socializing. The auditorium
is usually packed to the brim with residents at these socializing events.
Games room
Another common area where residents gather about to socialize is the games
room, which is next to the auditorium. There are board games, videos, magazines, and
newspapers for residents. There are two computers with Intemet access for residents to
use surf the Intemet and check their emails. Residents who take classes at the college use
these computers frequently to complete their assignments.
Craft room
Between the games room and the greenhouse is the craft room, where regular clay
classes and arts and crafts lessons are held. This is also where the coffee hour with the
resident horticulturalist every Monday moming is held. The craft room can sit about 20
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people. This is another common space, other than the auditorium, where groups ofpeople
gather either for a game of Bridge or a needlework session.
Dining room
The dining room is divided into two sections 
- 
one for the independent living
residents and one for assisted living residents. Assisted living residents have all three
meals catered, and due to dietary concems, meals have to be catered properly. Residents
from the assisted-living apartments are given the week's menu in advance from which
they choose tleir meals.
Residents in the independent living facility can choose to prepare their own
meals. However, the independent living facility's rental fee includes one meal per day
and they can choose breakfast, lunch, or dinner. Extra meals in the dining room have to
be purchased, and they can choose from the daily menu. They can also consume food
from the salad bar. Each table can seat up to four people, and each person is allowed to
bring one guest to the meal.
The dining room is supervised by staff members who check on the residents
regularly to ensure safety. One of the primary concems is choking. As such, and also
because ofhygiene reasons, meals served in the dining hall cannot be brought up to the
apartments. This rule applies to both the assisted living and independent living residents.
Lounges
At every wing, there is at least one smalr lounge where residents can gather and
read, play games, or watch programs on the television. There are couches, and chairs at
the lounges. Sometimes, a lounge may have a piano, board games, or magazines
available. Some ofthe lounges are located next to the erevators. The rounge is a great
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place to meet other residents too when they take the elevator or walking to their rooms.
The wing meetings usually take place at the lounges.
Other common spaces
Other spaces that are common to the residents are the chapel, where the weekly
services, hymn singing, and masses are held; the library, where residents can read novels,
classics, and magazines; the greenhouse, an area where residents can admire or store their
plants all-year round; and the store, which sells mainly non-perishable goods and open
about an hour or two a day by a resident volunteer.
Medical and health facilities
Nurse's Station
On the fourth level where tle assisted living apartments are located, residents can
make use ofthe service ofa full+ime nurse at the nurse's station. A nurse works there
from 9am to 5pm, Mondays to Fridays. Medication can be collected from the station, and
residents can also buy over-the-counter drugs from the nurse. Residents can get their
blood samples taken and collect their blood test results from the nurse's station.
Fitness room and pool
There is an exercise room located on the second floor and like a mini-gym, it is
equipped with a treadmill, a stepper, and other strengthening equipments. Residents can
use the gym at any time.
There is also a heated indoor pool that is supervised at regular periods by a staff
member. Independent living residents can use tre pool at all times, and assisted living
residents can use the pool when they are supervised by staff members.
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Outdoor trail
The outdoor trail is a favorite among residents. The trail overlooks the lake, and
during the warmer months, some residents walk on the trail as part of their daily exercise
routine.
Transportation
Parking is available to all residents at no charge. However, residents who do not
drive have a variety of other transportation means to get around town. Besides public
transportation, Fairville has two vans that ferry residents to and from the college when
classes are in session, and to bring residents out on field trips or shopping trips.
Residents can also take the public transport that comes every hour, or they can
book a private van to ferry them to their destination. Private vans usually have to be
notified at least 48 hours in advance, and cost $8 per person, per trip. Private vans are
usually called when residents have to go to their appointments, such as seeing the doctor.
Activities
The recreation director organizes all the events and activities for the residents, as
well as coordinating volunteer needs for progams. Events and activities are available all
year long. Some activities are held regularly, such as the daily moming exercises and the
weekly Bingo games. Some activities are irregular, including guest speakers and musical
performances. All activities are posted on the bulletin board which is updated weekly,
and printed in a bulletin dishibuted to all residents. on a typical day, programs run from
9am to 5pm.
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Wellness activities in Fairville
There are a number of regular wellness activities held about once a week. Others
vary according to the school year and also when students work on specific projects.
Usually, students from the college work with residents on nutrition and exercise-related
projects with residents. Wellness-related activities usually receive a great deal of
enthusiasm and response from the residents, gamering a large tumout. Many ofthese
activities are direct result of the partnership between Fairville and the college.
lYellness-related speakers. Fairville invites at least ttuee wellness-related
speakers a month to speak to residents about health, fitness, and wellness-related topics
such as nutrition and exercise. Also, a gerontology speaker speaks every month,
addressing the needs and lifestyles ofthe residents. Attendance for wellness-related
lectures is usually around 30 people or more.
Regular sessions. There are daily moming exercises in the auditorium, two to
three open swimming sessions, and one water exercise every week facilitated by staff or
resident volunteers. Other regular exercise programs include the walking activity, where
residents either walk inside the building or outside with a group ofresidents.
Activities like "You can step up" helps to promote healthy lifestyle among the
older adults. The session has been going on for more than five years, and residents are
taught proper exercise and nutrition habits. A physical therapy professor and students
work together with residents by addressing their dietary and exercise habits, setting goals,
and tracking progress. This session takes place once a week when school is in session,
under the supervision ofthe professor.
JJ
During the school semesters, a part-time program coordinator conducts the twice-
monthly "Be sharp, stay sharp" program at Fairville with an emphasis on keeping the
minds active through cerebral exercises with visual p""zles, math problems, and word
games. These exercises are interactive too, especially when participants were asked to
contribute their answers to the rest of the class. In one of my observations, I noticed
resident participants sharing answers with one another, and helping others who have
trouble finding the solutions. Occasionally, they would ask the student volunteer for help.
The coordinator also engaged in the activity by sharing her answers, joining in the
discussions, and sometimes, sharing ajoke.
Even though wellness-related activities were structured and usually involved
specific instructions, residents sometimes treat these as times when they can socialize
with other residents present. In one observation ofthe "Be sharp, stay sharp" session, I
noticed a resident walking in late and instead of sitting at the table closest to the door, she
walked all the way to the other side of the room towards the back in order to sit with her
friends. Then she started chatting, comparing answers, and laughing with the others at
that table. At other fitness-related group activities, such socializing could be observed
among residents, especially when the facilitators were attending to others.
Other programs. Besides regular exercises, residents canjoin the weekly yoga
class, belly dancing class, and rai chi. These classes are conducted by private instructors
or staff members. Games such as Horseshoes and bowling take place regularly, where
residents are encouraged to work out and have fun.
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Indoor activities
Indoor activities are diverse: computer lessons, movies, the reading club, concerts,
choir, crafts, clay class conducted by a full-time staff, religious services, baking, painting,
needlework, and the poetry and rhyme clubs. Indoor activities are usually run by a staff
member or a resident, and some activities may involve students from the college. For
example, the reading club, called the Literacy Circle, is a reading group where students
and residents select a story to read, and discuss it every Friday. When school is not in
session, residents keep the group running by organizing their own reading schedules.
Guest speakers. Fairville administrators schedule guest speakers several times
throughout the month, with an average of about three guest speakers a month, who may
speak about recent travels, religion, culture, ecology, and cunent affairs. Speakers come
from all walks oflife, locally and out of state. Some are from the local universities, the
school district, the museums, the local churches, and clubs. Sometimes, residents
recommend speakers to the recreation director as they may have connections from past
employment, families, and friends.
Games.lndoor games take place regularly as well. While residents may get
together for card games, Fairville also schedules regular game sessions of Bridge or
Bingo at the craft room or the auditorium and all residents are welcome to take part. At
the end of the games, residents can also win prizes such as stamps or candy.
Outdoor activities
Administators also organize outdoor activities for the residents, according to
what the weather may allow. During the warmer months, residents can sign up for trips to
outdoor picnics or to the Farmers' Marker. some outdoor activities take prace alr year
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round: horticultural trips to the Orchid House, trips to the stores, and rides to the country.
During the semester when school is in session, residents can also sign up to view concerts
and plays at the college. Besides the regular outdoor activities, residents can also take
part in other planned activities, such as boat trips, cultural outings, and wine trail tours.
These take place less often.
Community organizing
Resident council. Residents engage in decision-making activities affecting the
services in Fairville. The residents in both independent living and assisted living
apartments are represented by a resident council. The resident council holds monthly
meetings at the auditorium which are open to all residents. The council comprises of
resident volunteers who take up positions such as the president, secretary, and treasurer.
Even though there staff members do not hold positions at the resident councils, meetings
usually involve staff members as they report to the residents the latest happenings in
Fairville. The presidents of the resident councils also serve on the Board of Directors, and
they report the issues discussed to the rest of the board. At resident council meetings,
residents talk about issues that affect them, from dining concems to activities that they
wish to have. This is also an opportunity for staff members to inform residents of any
changes in the administration, such as changes in services, rules and regulations, or
operating hours. Staff members also answer questions raised by the attendees.
wing meetings. These meetings are smaller and usually include residents staying
in that particular wing. Meetings take place fortnightly at the lounges, and they discuss
the living conditions, questions, complaints, as well as suggestions for the facility. These
concerns are then brought to the staff or the resident council by the resident wing leader.
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C o mmunic at io n c hanne ls
Information about events and happenings at Fairville is provided in a weekly
recreational calendar distributed to all residents and also available for pick-up at the
lobby and the g:rmes room. Every month, Fairville produces Fairville News, a bulletin
which serves as a communication tool to inform residents about the events and otler
note-worthy issues at Fairville, with articles written by the executive director or students.
Information about up-coming trips, birthday announcements, and the event calendars are
also pasted up on the bulletin boards. Also, all residents are given a list ofroom and
telephone numbers of other residents.
Stafiing
Fairville is overseen by a Board of Directors, and staffed by about 50 full-time
staff members. Other members of the Fairville team include part-time program directors
and contract staff.
Staff members
The residence director, case manager, other administrative stafl housekeepers,
maintenance staff, business staff, a recreation director, a spiritual life coordinator, and
social workers make up the administrative staff. Residents approach staff members
regularly when in need ofadvice such as when they have a question about the bills.
Based on observations, residents walk in and out of the staffmembers' offices regularly.
Fairville also employs para-medical staff which includes 12 personal care aides
(PCAs), part-time and full-time, as well as a registered nurse, who works from 9am to
5pm on the assisted living floor. pcAs work on a 24-hour clock, with two pcAs at each
shift. PCAs assist residents with medications, showers, and sometimes laundry. Even
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though some PCAs may have training in nursing, most of them do not have any medical
background. They have basic CPR knowledge, and are expected to admit residents to the
hospital by calling the ambulance should they see an emergency. PCAs and the nurse
work closely with the assisted living residents, and there are no PCAs or nurses on duty
at the independent living apartments.
Volunteers
Volunteers from Fairville also come fiom all walks of life 
- 
professionals who
serve on the board, students, as well as people living in the area. Fairville actively seeks
volunteers for all departments and programs as it is a non-profit organization and there is
a heavy reliance on volunteers in many areas ofoperation.
The Resident Volunteer Program encourages residents to volunteer and their
duties include delivering mails to residents, maintaining the store, assisting with the
spiritual life coordinator in the chapel, greeting people at the lobby, coordinating
activities, and working at tle gteenhouse.
Counseling
Fairville does not expand too much time into counseling. However, residents
sometimes drop in and ask for advice or get a referral. The residence director and case
manager usually provide the residents with a list of physicians or attomeys whom
residents can contact.
Coping with sicknesses and deaths
Sickness
All residents are required to have a generar practitioner. Residents have to consurt
with their own family doctors for non-emergency matters. Residents in the assisted-riving
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apartrnents have the care of a full-time nurse. When a resident falls sick, they have to
make their own appointments with the doctors, or they can choose to consult the nurse at
the nurse's station. Emergency cases are sent to the hospital immediately by calling for
an ambulance.
Deaths
Deaths in Fairville are treated with the highest respect, dignity, and privacy. With
the approval of the family, the full-time Spiritual Life Coordinator plans religious
services in memory ofthe residents who had passed on. Memorial services are planned
together with the family and every three months, a commemorative service is held in
memory of those who had passed on. A memo and notice will be put up informing the
other residents ofthe deaths, and an obituary is also placed in the newspaper.
Family members are required and given time, usually until the lease is over, to
clear the room of any fumiture or belongings of the resident. The room will then be
cleaned and rented out to new residents when the previous lease is over.
Life stories: Knowing the participants
This section explores the participants' life story as they were being recounted to
the researcher. This is a backdrop to the participants' meaning-making process in their
living environment, which influences the way they evaluate information and sources of
information, in particular, information relating to health and stroke. Their personal and
family histories are used as backdrops to help with the understanding oftheir evaluations
of health and stroke information sources.
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Amy
Amy is 85 years old, and lives with her husband Bob in Fairville. Amy obtained
her degree in a university located in Central New York. After she graduated, she worked
as a histologist at a medical center in New York City before she married Bob. After they
were married, they moved to New Jersey where Bob was offered a job and lived in a
three-room apartment. A few years later, Bob was offered ajob in another plant and they
moved to Delaware where they lived in an eight-room house for 40 years. Amy stayed at
home and took care of the children after they were married.
Amy has five children. They all live in different states now, but get together once
in a while. Amy's oldest son 
- 
who also lives the closest to Fairville 
- 
is a physician
assistant, and his wife is a hospice nurse. Her daughter is also trained in the medical field,
having a doctorate degree in nursing.
When they had to find a new apartment, they looked to their son for advice. Amy
likes the feeling of staying close to her family, as they have never been close before.
When her son recommended Fairville, one of the reason she took a liking to Fairville was
because her son and daughter-in-law live close by. In January 2003, they moved into a
two-bedroom apartrnent in Fairville and lived there ever since. Due to old age and
Parkinson's disease, Amy has stopped driving.
During the week, her son and daughter-in-raw bring them to church every sunday,
and they also have dinner together in Fairville every week. Her son and daughter-in-law
also bring them to appointrnents with the doctors and the dentist as well as to the stores.
Health-wise, Amy was diagnosed with parkinson's disease and she has been
receiving treatment for it. Amy had to battle with the uncertainty of her condition when
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15 years ago, the doctor could not ascertain whether it was Parkinson's disease, stroke, or
a brain tumor and she had to live with that uncertainty over Christmas. After it was
diagnosed as Parkinson's disease, she started receiving treatrnent and taking medication.
Her condition is stable and now she walks with a walker and she can move easily when
there are no steps or doors to open. Even though her husband tries to walk with her as
much as possible, she still likes to be independent.
Amy has a family history of brain-related ailments. Amy's older sister is
diagnosed with Alzheimer's and is currently living in a nursing home. Amy's mother also
suffered a mini-stroke. Her own conditions make her identity with stroke survivors, such
as the similarity of its consequences. For one, fumiture around the house had to be shifted
around to ease the movements of the person.
Bob
Amy's husband, Bob, is 84 years old. He worked as a bacteriologist in a food
manufacturing firm, and lived in Delaware for 40 years. Bob has a sister who is suffering
from cancer.
When Bob retired, he and Amy traveled quite a bit around the world. When they
moved into Fairville, Bob and Amy used to walk twice a day at the hail. with his knee
and hip problems, as well as Amy's Parkinson's disease, it got difficult and they
eventually stopped walking. only recently has Bob resumed walking in the momings. He
also started working out in the fitness room. At home, Bob is the main caregiver for his
wife.
Bob is involved in the men's group that meets monthly, and he is also a regurar
attendee ofthe coffee hours and the aftemoon tea. Bob feels that the moming coffee hour
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is the highlight of the week. He also regularly attends the talks and events held at the
auditorium. He and his wife attends activities regularly, such as the "Be Smart, Stay
Smart" session every fortnight, and the chapel hymn singing sessions. They go to
concerts at the college when class is in session. Bob's oldest son and daughter-inJaw live
close by, and they see each other regularly, as they drive Bob and Amy to church and to
appointments with the doctors and dentist appointments, and to the stores. Bob has also
stopped driving.
Whenever he has a heath-related question, Bob goes to his son whom he has a lot
of faith in due to his experience in medical matters. As his son, daughter-in-law, and
daughter are in the medical profession, he trusts them with his healthcare needs such as
finding a primary care physician. However, he goes to his son and daughter-in-law more
often as they live closer to Fairville.
Bob has a pacemaker, and has to be careful about the onset of atrial fibrillation,
which is the clotting ofblood in the body. To prevent clots, he takes the blood thinner
and sees that as his biggest protection from stroke. Bob has also wom a hearing aid in his
right ear for more than 30 years.
Clark
Clark and his wife rented a Fairville apartment in August 2005, and offrcially
moved in May 2006. They have lived in Fairville for five months but he has been a
resident in the city since 1959 when he began teaching at the local university until he
retired. Both Clark and his wife still drive.
clark used to dance in the local Scottish dance club before he had to stop due to
knee and back problems. Twice a week, he volunteers by teaching at the university and at
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an older adults' facility downtown. He also belongs to a photography group that meets
every week, and is an avid photographer.
Clark grew up in North Carolina and studied in Illinois. Clark's first experience
with a congregate living facility was at the university where he lived in a dormitory for
three years. One of the experiences in the dormitory that stood out particularly was dining
together. In the dormitory, people eat together, and he felt that to be similar to Fairville.
However in Fairville, the meals are more "institutionalized" as they have a fixed time and
people show up promptly for their meals. In the dormitory, people eat whenever they
want.
Clark usually makes friends through working together with someone. He also met
other people through the dance club and at Fairville. He feels comfortable being friendly
with people who stay close to him, such as his neighbors. However, Clark does not see
himself as out-going. Clark is shy and prefers to be alone. Occasionally, Clark reaches
out when he sees someone who seems to be alone, especially at the dining room. This is
because Clark feels that it is unusual for people to be eating alone in the dining room and
he tries to reach out to them. In contrast, his wife is the one who is more out-reaching and
actively mixing with other residents. In fact, Clark feels that it is his wife who is helping
him to reach out more. Sometimes, he feels more comfortable when his wife is around
because then the attention is not on him.
Clark is a stroke survivor. In 1974, his wife came home and found him in a coma.
She called the general practitioner and was told to send him to the hospital immediately.
The doctor found blood in his spine, which they concluded was a case of stroke. He was
transferred to another medical facility and was kept under observation for 50 days. He
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was sedated for tv/o to three days and at that time, was not aware ofthe severity of his
condition. After that the doctors found out that the incident affected his eye coordination,
which he subsequently received treatment for. The condition has improved over the
years.
About 10 years later, he found out he had a hearing loss in one of his ears at a
hearing clinic, and his physician suggested that he go to the hospital for a scan. It turned
out to be a tumor and the doctor-in-charge suggested an operation. He was referred to a
number ofdoctors, who suggested different treatments 
- 
from operation to radiation.
Eventually, after asking around for opinions and doing research for three months, he
decided to receive radiation as his treatment. Clark now wears a hearing aid.
Presently, Clark has regular appointments with his general practitioner, which
he has been going to for the last l0 years. He also sees an orthopedist, who is
recommended by his wife. In terms of fitness activities, he follows an exercise routine for
many years that was recommended by the physical therapist.
The person whom Clark goes to when he has a problem or question is his wife.
His wife is his closest friend. Most often, it was his wife who noticed symptoms he has in
his body, and advised him to seek help. In terms of health matters, clark also counts the
New York Times'Health and Science sections as sources of information.
At Fairville, clark does not get invorved in many ofthe activities. He goes to
meals regularly, and goes to events occasionally. He is particularly interested in health
issues and makes it a point to go to these talks with his wife. clark also has outside
activities and he still volunteers downtown and teaches on a voluntary basis at the
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university. Clark has a computer in his room and he surfs the Intemet regularly to get
information.
Dawn
Dawn is a very active resident at Fairville, taking on the responsibilities ofbeing
the wing leader and taking part in many ofthe activities offered. She is 73 years old, and
has lived in Fairville for three years with her husband during the time ofthe interview.
She considers herselfas one ofthe younger people at Fairville. Both Dawn and her
husband studied in the local university, the same university that Clark taught in, and
where Amy and Bob also studied at.
Previously, she has lived in Africa on and offfor 13 years. Both her husband and
she were there working on a missions field. In Africa, Dawn was the "hospitality person"
and she was in charge of orienting newcomers to the place. Due to her out-going nature,
Dawn welcomes these opportunities of knowing more people and making them
comfortable. After they retired, they retumed to the United States.
Their decision to move to Fairville was primarily so that they can be close to her
husband's brother, who was already living in Fairville. They have visited him many times
to know that the place is suitable for them too. Since her sister lives in Chicago and
coping well, they felt that they can afford to be closer to her brother-in-law. Also, living
in Fairville is convenient and she felt that at this point in their lives, there is no need for
too many responsibilities. She found Fairville to bejust the right size and easy to upkeep.
She can make friends easily, and have activities that she canjoin.
According to Dawn, one ofthe hardest things to get used to was the fact that both
she and her husband had to stop driving. whenever they wanted to visit friends, they had
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to be driven back and fro. However, she felt that she has a good support system here and
people are willing to drive them around.
Dawn takes part regularly in wellness-related activities in Fairville because she
likes to stay active. Dawn considers herself healthy and does not have any major
illnesses. She goes to the nurse's station whenever she needs an over-the-counter
medication or when she needs some advice. She reads the newspapers and watches the
television programs often but does not pay any attention to advertisements selling
medication. In fact, she gets her medical information from her doctor and asks her friends
for opinions. Dawn goes to friends who live in Fairville who used to be nurses for health
advice. As for health matters, Dawn is used to getting information from others around her
who may have been through similar experiences.
Jane
Jane is 88 years old and at the time of the interview, has lived in Fairville for five
years. The first two years she lived with her husband. During their third year, her husband
moved into a nursing home that is about a l0-minutes drive away. For the next thee
years, Jane visited her husband daily as she still drives. Jane's husband had Parkinson's
and dementia for the past six years. He passed away during the course of this research.
Jane was originally from Califomia. She met her husband and moved to Central
New York, where her husband studied and taught at the local university. Jane also taught
for awhile in Califomia.
Jane's first experience with living in a congregate facility was at Vetsville.
vetsville is a housing facility set up to accommodate the large number of GIs who
decided to go back to school and their families. There were 135 families at vetsville, and
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Jane and her husband were among them. Her oldest son was bom in 1946 and they have
three children.
Subsequently they bought a house not far away from tIe university and lived
there for 40 years. While her husband was teaching, Jane was working as a bookkeeper.
She has also lived in Costa Rica for eight months when her husband was on sabbatical
leave.
Jane is a regular at the activities and events in Fairville as she felt that it is
important to stay active and healthy. She goes to the water exercises and group exercises
conducted by staff and students. She has a group of friends with whom she plays card
games with regularly and also attends classes at the college with a friend.
While she likes the sense of security she gets here living around people, she also
misses the days where she can roam freely in the country. Now that she is living around
other people, she feels that she has to be thoughtful of neighbors and their reactions.
When she decided to move to Fairville, her husband's condition has worsened due
to dementia. He had hypochondriac tendencies, and tlat made Jane decide to move to
Fairville as it is closer to the doctor and the hospital. As she has always lived in the
community, she always knew about Fairville through advertising and through word-of-
mouth.
Jane's doctor is someone who operates a clinic downtown. Jane has a family
history of stroke. Her father, mother, and sister were all stroke victims, and her sister died
due to stroke. Her father was in a nursing home for about l0 months, and he was g5 when
he suffered a Transient Ischemic Attack. She felt that she will eventually have a stroke
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because ofher family history. She checks her blood pressure regularly, with her own
blood pressure pump. She also has diverticulitis and is careful about her diet.
Jane reads the Harvard Health Letter regularly and subscribes to health
magazines. She re-reads stroke information as she wants to leam how to prevent it. Right
now, she lives alone in her apartment. Her brother-in-law and his wife also stay in the
same facility.
Nell
Nell is 73 years old, and has lived in Fairville for about five months at the time of
the interview. Unlike all the other participants who live in the independent living
apartments, Nell lives in the assisted living apartment on the fourth floor. She has two
children, a son and a daughter, who she talks with regularly. She was close to her sister
but she died in2004. Both Nell and her sister had breast cancer in 1993. For her
treatment, Nell decided to receive radiation and a lumpectomy, with no medication. Nell
is divorced and has a significant other who visits her every week.
Nell's background in medicine and science is strong. Her doctorate was in
sensory motor and perceptual motor integration and she worked with children who had
dyslexia and autism. Nell is a very active person and has taken part in activities like
skiing, hang gliding, water rafting, and climbing. Nell is a naturalist has always been
involved in sports, hunting, fishing, and enjoys "being in a men's world,'. She taught
physical education at all levels 
- 
from elementary to tertiary 
- 
for 48 years. After she
retired, Nell has been actively volunteering in the schools.
She loves to get an "adrenaline high" and felt that living on the assisted living
floor of Fairville is one of the hardest things to get used to. She enjoys the company of
48
the staff at Fairville. She is comfortable talking to the residents of Fairville, but does not
"hang out with them". She yeams for a sense of excitement and finds that missing where
she lives. She hopes that she can be engaged with students in more vigorous physical
activities very soon.
At Fairville, Nell takes on the responsibility of helping two residents choose their
weekly meals. Apart from that, she does not take part in many activities in Fairville
besides the Literary Club. She takes part in exercises and swimming classes, and goes to
the exercise room regularly. She also goes to the Alcoholic Anonymous meeting at
another facility as she was addicted to prescription pain pills.
In terms of health matters, Nell has had surgery done on her hips and arm. She
used to be on a walker but has now switched to using a cane. However, she does not like
to use the walking aids as she felt "encumbered". Unlike most other residents on the
assisted living floor, Nell still drives. She usually goes out everyday for lunch or a snack,
as well as meetings, appoinfinents, and shopping. Before coming to Fairville, she has to
receive heatment at a rehabilitation facility for the abuse ofopiates. She has also spent a
period of time in two nursing homes.
Nell has a good relationship with all her medical doctors and therapists. Her father
and mother were both doctors and she was influenced by the medical profession from a
young age. She goes for a body check-up every year and trusts their advice. Nell has been
a "guinea pig" for medical science research for years and was taught at an early age that
she has to make a contribution for the betterment of mankind. She felt that her thinking is
influenced largely by her parents, religion, and her own educational and professional
background. She has complete trust in her medical doctors and physicians, and uses her
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own knowledge to assess their expertise and credibility. She also believes her doctors'
advice as she feels that they acknowledge her ability to make the right decision. One such
advice was for her to lose weight. She acknowledges it and feels comfortable that the
doctors trust her to follow their advice.
Nell chooses not to pay attention to stroke information because she felt there was
nothing she could do about it. Nell keeps an open mind about health matters such as
stroke, because she tends to view every incident as a challenge. She will leam to deal
with it if and when it happens. But for now, she will not pay attention to it except to do
things that she knows she can do, such as exercising and eating a proper diet.
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CHAPTER FIVE
Exploring gaps and bridges: The interview data
The previous chapters provided an in-depth portrayal ofthe living environment of
the participants. They also provide the contextual framework in which the participants
operate, one of the six dimensions of Sense-Making methodology that researchers should
explore (Schaefer & Dervin, 2005). In the interviews, the process ofverbing in Sense-
Making methodology was used to help participants articulate their experiences.
This research focused on the gaps and bridges participants faced in relation to
various wellness-related sifuations, and their search for sources of information.
Participants described their surrounding influences as they encounter sources. Also,
emotions were explored as underlying the participants' evaluation of sources of
information, which arose from interaction within their living environment.
lYellness-related situations and the emot ions
An assumption ofthe Sense-Making methodology is that people encounter
situations during time-anchored moments; and these situations bring about cognitive
blocks and hindrances (Schaefer & Dervin, 2005). Situations are associated with
uncertainties and questions, motivating people to interact actively with other people or
types of information sources in order to help them make sense ofthese situations.
ll'e I lne s s-r elat ed s i tuat io ns
Participants identified moving to a new place, sickness and aging, and
encountering health and stroke information as wellness-related situations they have
experienced. These are gap-producing situations that produced queries and uncertainties
for the participants. Three wellness-related situations were identified in this study as
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being gap-producing: moving to a new place, sickness and aging, and encountering health
information.
Moving to a new place. Uprooting and adapting to a new living environment was
a situation which led them towards sources of information that tley felt could help them
towards making the right decision.
Sicfuress and agizg. Another situation faced by participants concems coping with
a sickness or experiencing symptoms ofaging. When facing such situations, participants
actively engaged with information to understand more about health issues and gain
medical knowledge. Participants needed to find out about their conditions and how their
bodies were changing.
Encountering health information Another situation that participants faced was
when they were encountering health information without actively seeking it'
Encountering health information can be gap-producing because participants may
encounter messages that they were not knowledgeable about, which may end up causing
confusions, uncertainties, and queries. Participants simply encounter information in their
daily lives while listening to friends, guest speakers, and read health-related publicity
materials on the bulletin boards.
When participants encountered situations that resulted in a cognitive block,
hindrance, or stoppage, they were dealt with situations that seem to be different from
what they would normally expect to happen. Usually, these situations require them to
make certain decisions about choosing which path to take. In the process, participants
experienced certain emotions that characterized their encounters with queries and
uncertainties; within their living environment.
52
Emotional gaps
In Sense-Making terminology, questions, problems, and uncertainties are gaps
that people experienced when met with situations (Schaefer & Dervin, 2005). The
emotions that participants identified facing the gaps at the above-mentioned situations are
anxiety, discomfort, and feeling upset.
Araiety. Anxiety was one of the more common emotional gaps faced among
participants, especially when participants tried to seek advice due to an illness, sensing
dissimilarity, or when they were being cautious or trying to avoid certain people or
information. Anxiety arose when specific information or the lack of information made
them stopped in their tracks of moving forward or decision making. For example, Amy
expressed the emotion of anxiety when a piece of information about stroke made her
uncertain about her future. She said:
We didn't know what my condition was. The doctor suggested I may have Parkinson's,
stroke, or brain tumor. They gave this information before Christmas so we lived with this
thought through Christmas. It didn't feel good. We kept on wondering what itwas.
Similarly, Clark also noted the anxiety he had to endure when a doctor did not
provide him with adequate information.
Clark: Dr. P. didn't tell me enough information. The report that I was given told me more
than Dr. P. That w onies me alitlle bit, the lack of information coming from him. It's not
a case of wanting to make decisions, butjust a case offinding how the body is changing.
I had a fair amount ofsurgery in my life, had a spinal surgery years ago.l wasn't really
aware of whal's going on, so that bothers me.
The uncertainty of not knowing what tle future might hold was a source of
anxiety for participants like Amy. Reviewing stroke information heightened her anxiety
as it reminded her ofher own condition. She also compared her own situation with that of
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stroke survivors, and felt anxious about what she may encounter in the future. She
continued to express her anxiety:
Stroke information made me feel discouraged.I can't do anything with my hands
anymore because ofParkinson's. I used to play the organ, but I don't do that anymore.
Youjust hope you don't go that way. You know it happens to people but hope it doesn't
happen to you. You worry a fair bit, but can't dwell on it.
Anxiety was felt when participants were uncertain about what is going to happen
to their loved ones. This emotion was heightened by increased exposure to information
about accidents that happened around them. When Bob was exposed to information about
the incidents offalls in Fairville, he became anxious about his wife's safety:
You hear things that happen to others. Falling is a big thing here and it bothers me all the
time...It makes me worry and anxious about Amy. I try to be with her all the time.
Discomfort. Discomfort is less intense than anxiety, and was usually characterized
by irritations and frustrations when the information did not help or participants believed
they could not trust the sources of information. Discomfort influenced the participants'
tendency to ignore the information and avoid seeking information from that particular
source. Discomfort could be due to the distnrst ofthe sources and their information, and
finding no similarity in or care coming from the sources. When discomfort arose,
participants switched offor became cautious, and ended up avoiding the sources of
information. Nell gave an example ofhow she reacted to sources that made her feel
uncomfortable:
I weigh everything anybody says to me. If I don't feel comfortable with it, I'll play alone.
But I'll know already. You are phoney baloney.
Discomfort towards sources was a result of the different influences within the
participant's living environment. For example, Jane's late-husband's hypochondriac
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tendencies made her uncomfortable, and she became resilient to the idea of seeking help
from the doctor for every problem.
Jane: My husband was getting more difficult with his dementia and hypochondria. I used
to get very disgusled...I think it'sjust rebellion on my part, not seeing the doctor for
every single thing. [Emphasis on emotional gaps added]
Discomfort was felt especially when participants were interacting with other
people who did not display a caring attitude. Participants switched off, became more
cautious, and avoided further occurrences of meeting the source.
Upset. A more intense form of discomfort was that of feeling upset. One instance
ofbeing upset was shown in Bob's account of a doctor who did not listen and acted
"pompous" and also in Jane's account ofher late-husband's doctor.
Bob: There was this doctor that I didn't like. He didn't listen and didn't diagnose right.
He tried to ignore what I said. He was pompous, and I was not comforlaDle with him' It
was upsetting. He gave me some information but it didn't matter because I was going to
change to another doctor! The next one was much better, because he listens!
Jane: My husband's doctor was self-centered and arrogant. I won't go to him. He doesn't
pay attention to his patients, and he doesn't listen. llhy my husband liked him, I'll never
understand.
Participants felt emotional gaps when they were dealt with questions and
uncertainties when facing a situation and sometimes when interacting with sources of
information. In order to overcome these gaps, participants tumed to their surrounding
network of influences for information and instrumental support.
Bridging gaps through source interaction and evaluation
When faced with such emotional gaps, participants sought information from
medical sources, talked to professionals, or confided in friends to find out ways to
overcome these roadblocks. They relied on bridges which are the "cognitive /emotive
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/spiritual procedures [people] use to construct/deconstruct sense over gaps" (Schaefer &
Dervin, 2005).
I nte r ac t ing w it h info r mation
Participants expressed different ways of interacting with information when faced
with a gap-producing situation. However, information either helped them through their
situations or made them avoid the situations and seek other avenues ofhelp. The
strategies that they had when interacting with information include seeking, confirming
knowledge, observing, and ignoring.
Seeking. Participants sought information when they were first informed of a
health condition and were not knowledgeable about how it was going to affect them.
They took on active states of seeking advice or recommendations. When Clark found out
he had a brain tumor, he began to search for information actively from various sources
and his search for information lasted for three months.
Clark: Well, everyone we've talked to told us to do it by radiation than surgery. And that
was the option Dr. L. believed in. Dr. N., however, did not talk about radiation. I talked
to people who are not necessarily medical, like brother, friends, a person from years ago
when I had to deal with a stroke... My wife wrote to him, he replied, and said he
remembers me. We asked for his advice in this case. Everybody was talking about
radiation, and Dr. L. was the only person who is doing it.
Participants also mentioned t}at the media and publications were some of their
regular sources ofhealth information. Clark did research on health matters by reading
reference books, news sources, and checking the Intemet. Jane, too, checked the medical
joumals for health information in order to know how to prevent a stroke. Participants
sought information when the lack of information bothered them as they were not aware of
their conditions.
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In terms of stroke information, some participants were keen to get information
because ofa known family history of stroke. For example, Jane's interest in seeking
stroke information is largely due to her knowledge ofher family's health background.
Jane: I am interested in stroke because ofmy family history. I read the Harvard Health
Letter. I re-read it because I figure some day I'd have a stroke.
Researcher: Why do you read it then? What do you hope to learn?
Jane: I am interested in the information and wondering how I can improve. I am used to
reading to get my information.
Confirming knowledge. Informalion was sometimes used to reinforce or confirm
pre-existing knowledge. In Fairville, group exercises and health-related events like talks
and activities were some of tle many activities in which residents constantly sought
confirmation by checking about their own symptoms, and asking about reports they have
read in the newspapers or watched on the news.
Events such as health talks bring professional networks into close proximity ofthe
residents. Bringing such sources into proximal distance helped residents confirm their
knowledge with ease. Amy confirmed her knowledge about stroke when she attended a
stroke awareness event in Fairville and found the information easily retained and
recalled.
Amy: Information that I can remember about stroke [from the stroke awareness
eventl. ..the faster you do something about it, the better it is, meaning you call for help. I
probably knew it already but it's nice to have it confirmed.
Researcher: Why is it nice? What do you mean?
Amy: I don't know, maybe it reassures my own knowledge on stroke? It's nice.
Confirmation of knowledge was perceived as 'hice and reassuring"' Even when
participants felt like they did not leam anything from the information, confirmation
helped them reinforce information they already know.
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Observing. Participants expressed passive observation as a way of interacting
with health and stroke-related messages. Watching the television news or reading the
newspapers were some of the ways that participants observe information. Clark talked
about his observation when reading news reports in the New York Times:
It'sjust good to be aware ofthings. I'm not particularly looking out for any information.
Participants' interactions with these messages were often spontaneous, usually
chancing upon them simply by being in the environment. Hosting guest speakers at
Fairville gave rise to such occasion of viewing messages through observation, such as
when Bob talked about observing interesting events:
Speakers come and talk, and it was on the bulletin board. lf it's interesting, [my wife and
Il will go.
Ignoring. Another form of interaction with information was to ignore it.
Participants were not receptive to the messages, and in some instances, completely
opposed to the idea of paying attention to such messages.
Nell did not particularly pay much attention to stroke information because she felt
that nothing could be done to prevent a shoke. However, Nell did not particularly feel an
emotional gap with regards to health and stroke information.
Nell: I don't remember much ofhealth information. I've gone to some ofthese health
talks but life goes on. Ifyou have it,just accept it. There isn't too much you can do! I'd
say 'go on, and live your life!' I'm not going to moan about it, or weep over it. To me, if
it happens, it happens. I don't hear messages about stroke either, because I don't go to
these messages. When it comes, it comes. You can't prevent stroke, except through diet
and exercise. That I firmly believe.
Other participants ignored stroke information because oftheir uncertainty about
the illness or when participants felt that the knowledge did not have any use. For
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instance, Bob did not pay attention to the information because he was not certain if the
information would be helpful.
Bob: I am not lookingfor trouble. When it comes, I'm not sure if I'm able to recognize
it. The [stroke awareness] event didn't help me much to help me recognize the signs of
stroke.
Just as having a family history in stroke made one pay more attention to
information and seek out information actively, a lack of the symptom in one's family
history could make an individual ignore or avoid such information.
Dawn: I haven't done much in the area of stroke. I don't have a family history ofstroke.
If it's in the family, I'd probably pay more attention. I don't really know about stroke
because I haven't paid any attention to it. No one that I know have had a stroke.
Also, Bob has a heart condition and he was not interested in listening to stroke
information. He is taking the blood thinner which was meant to prevent atrial fibrillation
- 
the foaming ofthe blood due to an erratic heartbeat, leading to stroke-causing blood
clot 
- 
caused by the pacemaker. Bob feels that taking the blood thinner prevents a stroke.
When participants have a particular health concem, that concem usually takes precedence
over other information.
Bob; I don't care much about stroke. We have to give equal time to everything. I'm not
sure if it deserves more emphasis than the heart or the body. I think we have to look at the
whole being. I don't pay too much attention tojust one part.
In fact, Bob was uncomfortable about the idea of talking about stroke and
requested that the next two interviews be about other topics.
There are various ways in which participants interact with health and stroke
related information, and interacting with information was not a one-dimensional search
for knowledge, but a search for bridges that helped them overcome these gaps faced in
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the situations. The next section ofthis report assesses the outcomes of their efforts when
interacting with sources of information.
Network inlluences on emotional bridges
Participants live in an environment where they are exposed to multiple influences,
and there are numerous sources ofhelps that they can approach. In this study, three
networks that classifoing attributes ofpeople in the lives ofthe participants are identified.
Figure l. Network Influences
Close relationship
Information
network
Social or peer
relationship
Bridges in Sense-Making methodology+erm help a person move across gaps that
they experienced when encountering the situation. In this study, emotional bridges were
reviewed as arising out of network influences and they helped participants make sense of
the situations they were facing.
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Information network
Information network were sources from which participants gathered knowledge
from. Sources could be mediated, such as medical joumals, news reports, the Intemet, or
health-related publications and promotional materials.
Clark: The New York Times is a regular source of health information for me. I've never
doubted any information from the New York Times.
Jane: I read the Harvard Health Letter and have one booklet on every topic. I trust their
information because they are scientific and factual.
Information networks could also be people from whom participants went to for
professional advice and informational support. Since this study is focused on health and
stroke information, members in participants' professional networks referred to specialists,
doctors, dentists, nurses, and therapists. Members who belonged to participants'
professional networks are categorized by their expertise and also their ability to
communicate medical information, such as Jane's electrocardiogram (ECG) technician.
Jane: The technician who did the ECG for me did a betterjob at explaining [my
condition] than the doctors. He told me more about it.
Participants actively sought knowledge from their professional networks because
they believed in their expertise. In other words, the information network could also be
described as a network of authority. Participants had complete trust in the knowledge of
members in their professional network 
- 
mainly doctors - and saw them as their main
sources of information with regards to critical health matters. However, not providing
enough information can be a source of anxiety, as described in an earlier example:
clark: Dr. P. didn't telr me enough information. The report that I was given told me more
than Dr. P. That wonies me a littre bit, the lack of information comingifrom r,ir-Iir roi
acase ofwanting to make decisions, butjust a case offinding how thl body is changing.I had a fair amount of surgeryin.my life, had a spinal surgery years ago, I *asn,t rei'lt/
aware of what's going on, so that bothers me.
6t
Relief was an emotion felt when a situation that brought stress was alleviated or
removed tfuough the communication process. Providing enough information might have
provided relief, but information alone without other aspects of comfort or compassion
could lead to anxiety, especially since stroke is a condition that causes distress and
uncertainty for most participants. When sources belonged to the information network
only but do not contain other traits of friendships or family ties, such as medical journals
or doctors who were unsympathetic, participants felt anxious as a result ofthe
information. Negative evaluation of sources was usually based on their 
- 
or lack of-
actions and behaviors. They were not able to show comfort and empathy, or came across
as being too forceful, and not giving them a chance to make a decision. Nell criticized
information providers who seemed to be forceful:
Nell: Some people try to force me information. I just ignore them. I will say 'thank you,'
and go about my own business. Don't insult people. They are not respecting my
capability.
Sources who gave information only, but ignored other aspects ofthe participants'
well-being were not evaluated as credible, and participants were anxious as a result ofthe
interaction.
Social or peer group
The second network influence that participants' revealed was that ofa social or
peer group network. In this network, sources were similar to them and had common
experiences, backgrounds, and histories.
Amy: A lot ofus have kind ofa common background. A lot ofus went to the same
university. That gave us something to talk about.
Social or peer group network is identified by their sim arities, such as people
with similar bodily conditions in the social or peer group network. participants also
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classified the social or peer group as people who share similarities of traits or interests.
Clark and Amy gave examples ofpeople who belonged to social or peer group networks.
Clark: He looks like an interesting person and I knew he recently had a stroke. I tried to
help because sometimes, the other person needs me to be there.
Amy: Most ofus here have physical therapy and so sometimes, at the dining hall, we talk
among us about physical therapy...and sometimes we ask questions.
Clark: At recreational dance, I've known some people for many years. Some we're
friendly on the basis ofsaying hello, nothing more than that. There's another person, D.,
that we know from dancing. We've known her for more than 30 years.
Even though communication took place in social or peer group, it did not
necessarily mean that participants were close friends with the members of the group.
Rather, people from within the social or peer $oup helped create a sense ofidentification
in the participants, as they were able to find points of similarities.
Close relationship
Close relationship network are people who share close ties and intimate
relationship with the participants 
- 
significant others, family members, and close friends.
Intimate relationships are usually conceived as shared by partners or spouses. However,
Segrin and Flora defined intimacy as a process that is "manifested in emotional
bondings... and affective involvement" (2005, p.93) among a group ofclose-knitted
individuals. Intimate relationships provide a person with a sense of dependency,
fulfillment of needs, as well as an emotional attachment. In a close relationship,
participants shared information with other people and were comfortable about seeking
advice from them. Participants trusted members in the close relationship network as they
believed the members had genuine care for them.
Clark: When it comes to health matters, the first person I go to is my wife. She,s here,
she cares.
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Bob: Our son and daughter-in-law have been helpful and we allow them to help us find
primary care physician when we moved here. They are the nearest and provide the best
information in some circumstances and their medical training certainly helps.
Members in a close relationship network trusted, depended, and relied on each
other completely. The closeness felt between the members, as well as the availability of
immediate care and trust, helped them reach out easily within this network for
information. In Fairville, participants belonged to close relationship networks with other
residents and staff members that they shared their thoughts and with whom they confided
with. Unlike members of family networks, participants and their friends in Fairville
choose to be related to each other in such a way as to provide informational and
emotional support. Members in a close relationship network were important sources of
information as participants regulated their actions and behaviors based on what others in
their social networks are doing. One ofthe ways was to find out what activities their
friends are participating in.
Dawn: One ofthe important reasons that I join these [wellness] activities is because I like
to be active. I do things, and I take a chance. Knowing that there will be people there
makes it easier for me to go. Some people there I have similar intercsts in. It's another
chance for me to see them.
Participants mentioned that dinners or meal times at the dining room are times
when close relationships were formed and maintained.
Clark: Dinners here are usually social affairs. Certain people have a long history of
occupying the same table and other people revolve around them... Sometimes when I see
people sitting alone, I'lljoin them. Sometimes they are new people who are trying to find
their way around them.
Researcher: Why don't you have a fixed table?
Clark: I don't know why. Ijust feel like I should shift,just to keep them company. It,s
unusual to sit alone. Ijust want to show them I'm interested and want to know wiat's
going on in their lives.
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Amy: That's one reason we switched to eating in the day 
- 
there are more people that we
know who eat then...There are friends we meet at the dining room. It's a great gathering
place.
Close relationships were built through long-term and prolonged contact. Taking
part in regular activities also helped participants develop relationships, which in tum,
made seeking help among one another easier. Dawn felt it to be true especially when she
needed to seek help from other residents.
Dawn: It must be someone I like, someone I've known. I've seen them in the past and
seen what they've done. I've seen the things they done in other situation...I wouldn't
want a stranger to give me any advice, especially on health. We must get acquainted first.
When participants were among members in a close relationship, happiness was
the emotion that they experienced. Being able to share ajoke, sharing interesting stories,
and having the same interests with the other members brought about the emotion of
happiness and participants felt at ease in their midst. Based on observations at the weekly
meetings in Fairville, sharing jokes and stories were common incidents that brought
about happiness in the residents. Amy described her interest in such weekly meetings:
Sometimes you just want to be able to talk. It is better to talk than to keep it inside. There
is happiness, because we canjoke about the same thl'zg. We joke about the past, and our
growing up days. You find others with the same experiences. Il makes youfeel happy.
Much sharing ofjokes took place in the moming coffee hours. Residents
discussed interesting articles that they have read, talked about interesting places that they
visited, and items they received in the mail.
As Leventhal et al. (2001) mentioned, viewing human bodies as systems means
that a person acts within the contexts of the society, environment, and the community as
people live in the midst ofvarious network influences. The three network influences
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described are descriptions ofpeople that the participants found in their living
environment and whom they obtained information from.
Ove r lapp ing ne wor k influe nc es
Sometimes, sources were not situated in one network exclusively. Some sources
could be situated in multiple networks, which influenced the way they were evaluated by
the sources 
- 
as showing attributes of the various network influences.
Information and social or peer group networlcs. Members belonging to both the
information and social or peer groups, occupying A in Figure l, are able to provide
information since they had gone or were going through similar conditions, or simply had
experience working with other people witl the same conditions. Sources that were able to
provide information due to them experiencing similar conditions are called peer models
in existing health communication research.
In Tumer's and Shepherd's (1999) study on social support and peer modeling,
one of the important features of peer modeling social support in health promotion is the
credibility of the peer role model. Peers who have high status in the network are usually
treated as opinion leaders and hence are successful as peer educators. In this study,
participants were able to leam from other stroke survivors due to their experiences of
having been through and recovered from the disease. Amy has Parkinson,s disease and
sees her conditions as similar to stroke patients. She attended a shoke Awareness event
and was able to identify with a panel ofstroke survivor speakers. she evaluated them as
credible sources of stroke information due to the similarity she sensed with them and the
success stories they had provided.
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Amy: I learn a lot from the stroke sutt ivors because they have experienced lr. Like they
used to be right-handed, and now they have to learn to use the left hand. Well, I haven't
gone there yet. But it's nice to know that lhey have done it and it's possible.lt's
comforting to know that.
Sources situated at area A also include people who were traditionally thought of
as information providers with authority, and had been with many other individuals with
similar conditions, making them familir with what the participants were going through.
Especially with doctors, participants saw this as a feature ofa social or peer group,
because of their repeated experiences treating other people witl the same conditions
which gave them the ability to understand what the participants were going through and
the ability to empathize. Jane mentioned a doctor whom she felt is credible based on his
familiarity with the disease:
Even though the doctor himself may not have experienced what I am going through, he
has seen a lot of patients to be familiar widr it. He is able to empathize with me and
knows what I am going through.
An information source who is part of a social or peer group brings across the
presence of similarity or identification when participants are in the process of source
evaluation. Participants felt empowered in the process, having knowledge to proceed
down their paths, and knowing that others were going tlrough similar situations and
conditions. Another manifestation of empowerment was the practice of gathering health
advice and recommendations from other peers due to similarity of experiences. Dawn
frequently sought advice from peers based on the similarity of situations faced:
When we came here we did ask around about doctors. You hear people talking, you
know, people who are happy with their physicians. I ask around. Where can I find a good
gynecologist, or good physician? You hear people talking about people's physicians.
Empowerment is the feeling of having control over one,s situation. Hearing from
peers helped participants evaluate their own situations based on the similarities found in
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other peers. These similarities, as well as their knowledge, gave participants a sense of
empowerment to overcome their own situations.
Information and close relationship networts. People situated at area B ofFigure I
were sources with whom participants shared close relationship and whom they go to for
information. These sources were evaluated as credible not only because oftheir
knowledge, but also their ability to provide assurance, which participants perceived as
genuine care. One example ofa person in B is Bob's son who had medical training:
If I have a question, I usually go to my son. He is a physician assistant and has been
helpful. We allow him to help us find our primary care physician. He is in ER for l3
years and probably has a sense of what would be a match for us.
Assurance is an emotion associated with being in these networks. The information
they provide was truthful, and yet sources had a sense of genuine care and concem for tle
participants. Besides children, medical professionals 
- 
people in the information
networks who were not related 
- 
could also be situated at B. These were doctors and
nurses with whom the participant has close relationships, or whom participants had
known for a long time due to long-term service. For example, Nell and Dawn talked
about doctors and medical professionals who were both information providers and close
friends.
Nell: I have a good relationship with all my MDs [medical doctors]. Most of the MDs I
go to, I talk to their kids. They've known me for years' I trust them also because I've
known them for a long time.
Dawn: We have a nurse here, on the fourth floor. One time I wanted some advice, I can't
remember what it's for, but I asked her whether it's something I should worry about. I'm
generally healthy, but when you're around so many people you have to be more careful'
She gure me so*e advice. It's good to have a nurse close by, it's handy. You see her all
the time.
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Participants expressed tlat for a credible source, it was important for them to feel
comfortable when receiving information. Clark expressed his approval ofa doctor who
displayed a caring attitude and Dawn talked about the personality ofpeople who were
credible sources of health and stroke-related information.
Clark: [The doctor] promised to run over if I have a problem. He's a caring person, and is
concemed about me. I like that and will go to him for advice.
Dawn: Someone who is credible, I think, needs to have a good personality. Open, and
willing to share, and helps me draw closer to them by opening up their personality. That,
I feel, is someone who is credible.
Participants expressed that they had different expectations when evaluating
information sources. When approaching a doctor, they expected advice but when they
approached a friend in a close relationship, they expected comfort and concem. Such
examples could be seen from Dawn's and Jane's response about their decision to consult
a doctor or a close friend.
Dawn: You'd expect tle doctor to help because it's his profession. He is able to help and
prescribe medication. You won't expect that from a friend. You go to a friend because it
is convenient, because she is interested in me, and I feel I can trust them, Closeness and
contact are very important. They give advice and they are friendly.
Jane: It is not that important to feel comfortable with the doctor. I think it's important to
believe the doctor's information and take his advice. The doctor has been through it with
many patients.
It could be implied from the participants' responses that when interacting with
health and stroke-related information, they ultimately seek information as well as a sense
of comfort and friendliness from tle sources they approached.
Social or peer group and close relationship networl<s. In area C, sources
combined characteristics ofa social or peer group network and a close relationship
network. One example ofa source in these networks is the participant's siblings. Unlike
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family members such as children or parents, besides sharing a close and intimate
relationship with siblings, they also share a similar history and have the ability to
reminisce with siblings about shared memories from their pasts (Segrin & Flora, 2005).
In some relationships, siblings also share similar health-related symptoms which helped
them identiff with one anotler. For example, Amy has a close relationship with her
sister, who has Alzheimer's Dementia.
People identified people who display characteristics of both social or peer group
and close relationship networks as people such as friends, and for some ofour
participants, other residents in Fairville. However, to differentiate from area D in Figure
1, people in C are not sources of information. Participants went to them for company, and
felt a sense ofcompassion coming from their exchanges, but information-seeking was not
associated with people in this group.
Compassion is the ability to feel care and concem coming from a person who is
similar to them. It is the combination of identification and happiness. Amy and Jane
talked about the compassion they felt coming from the other residents from their daily
interactions:
Around here, they ask not only how are you feeling. When I was in the hospital, they
constantly ask my husband about me and how I was doing. People here genuinely care
for you. It's compassion. They'll do anyhingfor you.
Jane: Sometimes when we see each other everyday, we become close. There are so many
things you do together and so many similarities between the two ofus.Ifeel like lhere's a
bond, feels like family. I'd say there's a little bit of compassion involved.
Even though information-seeking was not the primary reason for participants'
interaction with people situated in area C, people associated with these network
influences helped enhance social capital in the form of health-enabling potential
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(Boneham & Sixsmith, 2006). Participants, such as Jane and Dawn, get together with
friends with whom they are close with for exercises and attend wellness-related events
together.
Jane: I am close to some ofthe people here, yes. We like the same things, like we play
the same games. We go for walks, go to the chapel, and have dinner together. I go to
programs in the auditorium and eat lunch with them. You know, the common things that
pull us together like the quilt group, water exercise, the "maintain your brain" class...
Dawn: One of the important reasons that Ijoin these [wellness] activities is because I like
to be active. I do things, and I take a chance. Knowing that there will be people there
makes it easier for me to go. Some people there I have similar interests in. It's another
chance for me to see them.
In some cases, participants felt compassion when they identified other residents as
family members. When seeking information, the emotional bridge of compassion arose
when they displayed mutual care and support for each other, as in a family. Amy
mentioned this aspect of family ties in her interview:
I'd say a little bit of family closeness. Here you're willing to talk to people about things.
You feel more comfortable \yith it. We call it the Fairville family or Fairville community.
The opportunities to share concems and take part in numerous activities together
helped them develop close relationship in a social or peer group network.
Information, close relationship, and social or peer group networ&s. Situated in the
middle, where all three networks overlap, were sources who were able to provide
authoritative information, share close emotional bonds, and share a social or peer group
relationship.
Participants living in Fairville were in regular contact with people belonging to all
three networks. Dawn talks about her close friends who are residents in Fairville, as well
as them being experts in the medical field, as credible sources.
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Dawn: There are a lot of [retired] nurses who live here. A good friend of ours is a nurse.
She is someone that I can go to when I need help...She has been a [registered nurse] and
she knows what she's doing. She can give information or advice ifl have a minor
condition.
When Jane's friend approached her, she knew that both of them had the same
physical condition. Jane felt comfortable sharing with her and trusting her information on
diet and doctors.
Jane: We try to eat healthy and we encourage each other...When she heard about my
problem, she told me about hers and to be careful. She also told me that the doctor is
good and ifhe helps somebody else, he must be good. Then he'd be able to help me.
Jane also found a friend who belonged to all three networks of influence while in
a support group.
Jane: Before I moved when Edward (my husband) was sick, I went to a support $oup. I
met one woman and we seemed to be moving in a parallel cozrse. Her husband had the
same condition as Edward, and her husband died about a year ago' We sort of
commiserate with each other, We saw each other everyday at Woodlands Nursing Home.
After my husband died, we got together for lunch.
Researcher: How does this help you?
Jane: I think it does help us share information and weJind comfort in each other.
Jane's friend is someone whom she shares and gets information from regularly,
who is going through a similar situation as her, and is able to provide her care and
comfort as in a close relationship. In this instance, Jane described the lady as a credible
source in the area of Alzheimer's Dementia due to her experience and similarity in
situations. The emotion arising from a person who was among all three networks is
comfort, which will be explored in more detail in the next section.
Participants evaluated sources based on their actions and behaviors, which
ultimately placed them in the various networks of influence. In Fairville, the continual
development ofa family-type social or peer group relationship gave us an insight into a
unique interaction among residents belonging to a congregate environment. It can also be
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observed that the longer the participant has lived in Fairville, the more comfortable he or
she was with seeking advice from networks found in Fairville. Jane and Dawn have lived
in Fairville for a number of years and they seemed to be more comfortable about seeking
information from among their social networks whereas Nell, who has lived in Fairville
for only five months, seemed to be more reluctant. Emotions are also important aspects of
how they make sense of the situations in which they interact with information sources,
especially when it deals with health and stroke-related information, and how they made
sense over the gaps.
ITHACA COLLEGE LIBRARY
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CHAPTER SIX
Network inJluences and emotions: A discussion on source evaluation
This study explored the ways in which emotions played a role in how older adults
living in a congregate facility like Fairville evaluate sources ofhealth messages, and in
particular, messages with regards to stroke. Participants live in an environment of
ongoing activities and events that foster close relationships. Through interview data and
observations, the study revealed how emotions arising from the surrounding networks in
their living environment influenced the source evaluation process and in particular, the
evaluation of health and stroke message sources.
Network influences are broad terms that classify sources of information to which
participants felt they belong. While Antonucci's (2001) definition described social
networks as people with whom someone maintains interpersonal relationships, this
research separates that relationship to reveal two underlying constructs associated with
social networks. Based on participants' responses, social networks can include people
with whom they have close relationships with, as well as people who are similar to them.
Sometimes, these constructs may not exist in the same person. By placing these
constructs as separate network influences, this study is able to present a better picture of
how participants evaluate sources when in the midst of network influences.
Participants encountered various emotions underlying the network influences
when seeking health and stroke information. For example, a friendly doctor provides both
features of the close relationship and information networks. Such a combination of
networks led to the emotion ofassurance, which was the feeling participants get when
getting information from their children who happened to belong to the medical
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profession. It is the perception of complete honesty, trust, and genuine care that helped
participants place both the doctor and the children into these networks. An emotional
bridge of assurance arises through the honesty and care participants felt when they had to
make sense over the gaps in a situation of uncertainty.
In this research, we explored the emotions associated with evaluating sources
from among the network influences, since emotions play a role in the appraisal of sources
(Burleson & Coldsmith, 1998). Source evaluation is a way in which people bridge a gap,
as it requires the participants to evaluate the believability ofthe source. However, instead
oflisting characteristics ofexpertise or qualifications, participants described actions and
behaviors that seemed to place sources in one or more of tleir network influences.
Figure 2. Network-related emotions
Close relationship
Comfort
Information
network
Social or peer
relationship
Participants described the meaning of source credibility using their own words.
One ofthe strongest emotions, and also tle one that seemed to be felt when sources were
perceived to belong to all three networks, was comfort.
RelieflAnxiety
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Comfort within network influences
The emotion of comfort arises from being in the center ofthe network influences,
when sources communicate information while conveying a sense ofease and
identification. While previous research has focused on areas where information and social
or peer group overlap, such as the effectiveness ofpeer education and peer modeling
among the older adults (Ashkam,2005; Tumer & Shepherd, 1999), the interview data
from this study suggests that emotions arising from close relationships have an influence
on the participants' source evaluation process. Comfort arises out ofclose relationships
among social or peer groups that enables information seeking and exchanging (See
Figure 2).
In the participants' lives, the close relationship they have with other residents
helped them seek out sources from among their living environment. The network ofclose
relationships and its emotional characteristics gives rise to the evaluation of source
credibility based on the close relationships. The availability ofclose relationships among
friends also has an influence in the way participants felt about other residents as
information sources. This is of particular significance to the study of information seeking
and sharing within a congregate facility where older adults have the opportunities to build
strong and intimate relationships with others.
Living in Fairville and its networlcs inJluence
Fairville as a living space brings about the possibility of encountering sources
belonging to all three networks of influences. Residents have the ability to obtain health
and stroke information from different sources 
- 
visiting health speakers, healthcare
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workers, residents, bulletin boards, and newspapers. They are also exposed to friends that
they share close relationships with, and sometimes, experience similar health conditions.
In a person's lifetime, the family, friends, and companions are tle most important
components of health and well-being (Pitts, Krieger, & Nussbaum,2005). Friendships in
Fairville are compared to a family by many participants. Amy and Dawn mentioned that
the close ties among residents give them the ability to mutually support and rely on each
other with regards to health matters.
Amy: Here you can rely on each other, and everybody is helpful when necessary. You
hove an assurance, lilce in afamily. They had their fair share offalls, and others will
come to your rescue ifyou have a fall. And when we need rides, sometimes we ask
around and people here will help us.
Dawn: There are a lot of [retired] nurses who live herc. A good friend of ours is a nurse.
She is someone that I can go lo when I need help...She has been a [registered nurse] and
she knows what she's doing. She can give information or advice ifl have a minor
condition.
Information exchange among a close relationship network provides an ease, and
source evaluation is exemplified by the emotion of comfort. The easiness of
communication among friends allows for information exchange in a comfortable setting.
As people age, interaction will gradually revolve around matters of health and stress
(Jorgensen, 2005). One of the benefits ofhaving close social ties in a living environment
is the development ofsocial capital that brings about mutual benef,rts through group
norms, and trusts among members (Boneham & Sixsmith, 2006), such as when Dawn had
to find a doctor:
When we came here we did ask around about doctors. You hear people talking, you
know, people who are happy with their physicians. I ask around. Where can I find a good
rynecologist, or good physician? You hear people talking about people's physicians.
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Research has shown that close relationships among social or peer groups promote
health-enabling potential. This is the possibility of making health-related decisions based
on seeking information from other people living in close proximity (Tardy & Hale,
1998). Participants' way of life in Fairville demonstrated this freedom ofchoice 
- 
also
known as consumer direction 
- 
when choosing information regarding health and stroke.
Their choices of health or shoke-related information providers are not restricted to
professional healthcare sources, but other sources such as residents, who are in their
living environment and could be going through similar symptoms. Clark and Amy talked
about other people around them who have similar conditions as them, and they in tum
reach out to tlem more for the purpose of information exchange.
Clark: He looks like an interesting person and I lorcw he recently had a stroke.l tried to
help because sometimes, the other person needs me to be there.
Amy: Most of us here hove plrysical therapy and so sometimes, at the dining hall, we talk
among us about physical therapy... and sometimes we ask questions.
Participants live in an environment that provides more than merely a peer support
network. The proximity, exposure, and close interpersonal relationships encourage a
deeper level of sharing that is similar to that of a family. The Fairville community
combines two powerful sources of support 
- 
that of a strong-bond emotional family
network and that ofa peer social support-driven group. There are numerous occasions in
Fairville where the norms ofthe living environment helped residents develop and
maintain a family social network 
- 
such as the social affair of having meals together
described by Dawn.
Dawn: Over a meal, you find out from your family where they're planning to go, what is
happening where, we voice opinions. At home we talk about the rest of the family who
are not there with us. Here, we ask about people who are in the hospital, as ask each other
what we are doing, what they are getting for Christmas. A family feeling, that,s mostly it.
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Participants' responses showed that they share a close relationship with others in
Fairville, and their interactions brought about a sense of family group identity (Segrin &
Flora, 2005).
Amy: Around here, they ask not only how are you feeling. When I was in the hospital,
they constantly ask my husband about me and how I wrs doing. People here genuinely
care for you. It's compassion. They'll do anyhing for you.
Jane: Where I lived, neighbors were not close. Here, there are people next door, you can
go to the chapel. People are around. You feel safer and there's companionship. You feel
more comfortable.
Bob: Here, neighbors check on us to see if we are all right. Ifthey hear a thud, they will
knock on the wall and see if we're okay.
Members in this family unit share strong ties of loyalty, commitment, and
experience a future together.
Comfort as an emotion
In Sense-Making methodology, people use the emotion to constnrct or
deconstruct a situation, helping them make sense ofthe uncertainties to enable them to
find a way to proceed with their lives (Dervin & Frennette, 2001). Participants evaluate
sources who are credible as those with whom they were able to feel comfort as an
emotional bridge. In existing research, comfort is seen as having the ability to alleviate
distresses and uncertainties.
Participants evaluate credible sources ali someone who is able to provide
information, who seems to display some form of care and concems, and who is able to
treat them as equals or share similarities. Comfort is felt, in the process, as an underlying
emotional bridge. It is an emotion that helps participants through situations of anxiety
when facing uncertainties or threats (Burleson & Goldsmith, 1998). Comfort is elicited
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when participants felt a sense ofsecurity, detected similarities, and found support and
care in the interaction, such as when Jane had to seek information from friends.
Jane: Even though you should ask your doctor, you tend to be more reserved. With
friends, you are not that reserved, more so because they have the same problems and
backgrounds as you.
Comfort was brought about by words ofcare and non-verbal actions. Emotional
comfort in participants came through when sources provide support, care, and show
interest through their communication practice. From a theoretical standpoint, Burleson &
Goldsmith (1998) described comfort as an emotional process, according to appraisal
theory, that helps a person re-assess a troubled relationship and eliminate the distresses
caused.
Existing research implied emotions as powerful means of evaluating sources. The
ELM framework of information-processing (O'Keefe, 2002) suggests that attitudes guide
people in making decisions when they are not highly involved in systematically
processing information, and people rely on emotions through the peripheral route of
evaluating sources. However, little research is done on ftaw emotions play a role in the
evaluation process of source credibility and message effectiveness.
Stroke information can be highly stressful for the recipients. Participants who
anticipate the onset of stroke seek out information to put them at ease, engage in activities
to make them less vulnerable, or confirm their own knowledge of stroke by asking
members from tleir professional or social networks. However, participants who are not
particularly interested in stroke information also rely on information or actions that put
them at ease 
- 
such as relying on altemative prevention techniques such as relying on tle
blood thinner, or simply by ignoring it. This research brings to the forefront the way the
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emotion of comfort influences a person's evaluation of credible sources, in the context of
health and stroke-related information within a congregate facility.
Participants felt an emotional bridge of comfort when interacting with sources of
information that care, display bedside manners, pay attention, and show interests. The
emotional bridge of comfort is also felt when sources display attributes of multiple
networks. Different networks have different attributes associated with them. Members of
the professional networks provide knowledge, while members ofthe family and social
networks provide happiness, and peer networks provide them with a sense of similarity
and identification. Participants felt comfort during their interaction ifsources were able to
display more than one network attributes, such as when Dawn described a person who
needs to gain her trust through time and communication:
Dawn: I wouldn'tjust ask somebody or a stranger for advice, even if he or she was a
doctor or a nurse. It must be someone I like, someone I've known. I've seen them in the
past and seen what they've done.
Emotional responses like comfort are cultivated and constructed through social
ties. Participants gave us a glimpse into how the family social network and emotions
underlying their interactions help them evaluate sources based on their ability to display
attributes that bridge a person's need for knowledge, comfort, and sense of similarity.
Comfort in source evaluation: Network-related emolion
Besides information and social or peer networks, close relationships bring another
dimension into the process of source evaluation. The availability ofclose relationships
helps participants feel comfort in the process of getting information, through the ability to
place the sources of information in the network ofclose relationships. Network ofclose
relationships gave rise to assurances and compassion as emotions in the process of source
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and message evaluation. Participants evaluate sources not only based on their ability to
provide information, but also based on the relationship tley have cultivated as well as the
similarities felt.
This study on the evaluation of source credibility reveals the emotions underlying
tle process. Even though research have results that indicate expertise and trustworthiness
as reliable constructs to evaluate source credibility (O'Keefe, 2002), this research
presents the evaluation of source credibility in terms of the underlying emotional
influences that people use to bridge the gaps, which arise out ofa stressful situation. It is
the way people evaluate sources, and its underlying emotional constructs in the midst of
interpersonal influences and within their living environment.
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CHAPTER SEVEN
Conclusion
Stroke is one ofthe leading causes of death in the United States of America, but
there are ways in which a person can try to prevent the onset of stroke, and the recovery
process dramatically improved if people know the waming signs and seek help early
(Thom et al., 2006). In this study, the evaluation of sources of health and stroke
information and its emotional influences are explored in the contextual backdrop ofa
congregate facility. As these living anangements are likely to increase in the future due
to an aging population (Krout & Pogorzala,2002), il is a valuable endeavor to explore
how networks associated with living choices can influence message effectiveness.
This research seeks to understand the implications of independence and autonomy
on the way residents approach health and stroke information. In particular, as Planalp
(1999) has suggested, people can be guided by emotions and personal affect in their
evaluation ofsources. Since the emotions are not secondary or inferior means of
evaluation, it is important for health communication researchers to discover the richness
of emotions when people evaluate the credibility ofmessage sources.
Insights
While the source evaluation of stroke-related messages is an important subject to
explore, this is not a topic that many had encountered. However, some insights can be
gathered from this study, with implications for good practices in health communication.
Stroke is a challenging topic to explore among the older adults. Participants
usually feel an initial resistance to the subject, and anxiety due to its dire consequences'
Participants also found dilficulties describing stroke information sources' unless they
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have been to an event or when the doctor communicated to them directly. However,
participants were able to recall and describe sources that have an impact on tlem.
First ofall, it has been demonstrated in previous research on patient compliance
that emphasis has to be placed on establishing conversations between doctors and patients
(Robinson, 2003). To further expound on this, participants in this study expressed a
dislike for top-down and authoritative approaches to health education as well as doctors
who seemed to have a "holier-than-thou" or "pompous" attitude. In fact, sources who
were able to provide good information are those who were friendly and caring. These
sources were subsequently described as credible as they were able to provide
information-seekers with emotional assurance besides information. For instance, Jane
preferred to ask her friends more questions due to an emotional comfort she felt.
Jane: I don't think I ask the doctor enough questions. I guess I find it hard to talk to
docta$. I'm more comfortable and open with my friends about asking quesriorc. I don't
feel too reserved. And yes, I think partly also because I know they care obout me.
A friendly and amiable consultative-conversation produces an emotional response
that helped participants evaluate sowces more favorably.
The second insight from this study is the importance ofexploring surrounding
network influences of information-seekers. Especially for stroke information, witnessing
similar conditions in other peers and friends produced bridges of identification and
compassion. Health practitioners must take into consideration the availability and
influence ofthe peer groups or close relationship networks in a person's life and the
network-related emotions. This research sought to explore the concept of source
credibility in this larger context. Other residents, family histories, and personal
backgrounds are influences in the way participants evaluate sources of information.
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Third, it is important for health practitioners to take into consideration the
importance ofclose relationships, as they are rarely explored in communications research
on health message source evaluation. Researchers often overlook the importance ofclose
relationships in the way people perceive health-related sources and information.
Wellwood, Dennis, and Warlow (1994) mentioned that when communicating health
information, people surrounding the target person may be better receivers as they are able
to communicate health information better. This research adds on to that study by
suggesting the influence ofa close relationship network as a network that can be a source
of comfort in the information-seeking process. Even though people in a participants'
close relationship network usually includes family members, close relationships can also
be formed with other people.
Becoming part ofa person's close relationship network can be achieved through
actions and communication practices. Medical professionals can be evaluated as being in
a close relationship by attempting to care for the person through words and actions. Amy
felt that her dentist was displaying attributes ofbeing in a close relationship with her
when he attempted to treat her as a family member. The following dialogue reveals an
example of showing genuine care that does not seem to harm the participant, and
eventually brought about an emotional bridge of assurance for Amy.
Amy: I went to the dentist last week and he said to me 'if you're my mother, I'd say
Mom, this is what I think you should do.'
Researcher: How did you feel?
Amy: I felt that ie empathize wilh ny siluation. He also brought in some personality and
made me more comfortable.
Researcher: So how does that help you feel more comfortable?
Amy: Well, it shows me that he is telling me something that he'd tell his own mother,
andthat he's not experimenting on me! He gave an honest answet,
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However, as this study has suggested, the emotion of comfort is felt when
participants construct the source provider as being in the midst oftheir close relationship,
peer goup, and information networks. In order to provide a sense of similarity through
identification, participants' responses indicate that the practice of treating a person as an
equal was preferred. Not patronizing and talking down to them indicated that they were
similar and equal. When Nell and Amy talked about credible medical sources and seemed
to be part oftheir close relationship network, they talked about being treated as equals:
Nell: The doctors trust me to know v,hat to do, which I do. They have a great deal of
respect for me, and I for them. They treat me as an eqzal. They don't patronize.
Amy: It's the way [the doctors] talk to you...sounds like they know what they are talking
about. They must also give you some credit for btowing. I don't like being talked down to
like you don't know anything.
Treating them as equals gives the participants the power to decide and suggests an
attempt to identi$ with them and portray similarity. This research sets out to explore how
older adults evaluate sources ofhealth and stroke information, influenced by emotions
arising out of their surrounding networks. It also suggests the ways in which people can
construct themselves, through communication practices and behaviors, as part ofa
person's sunounding network influences.
The qualitative research approach allowed the researcher to understand the
meanings behind the words people used to describe sources. The advantage of this
approach is tlat the researcher was able to gather rich, subjective descriptions of
participants' views, and able to present them in its originality. In doing this, the way in
which older adults defined source credibility and its underlying emotions are explored.
Also, the researcher was able to reflect on the data through the procedure of
member-checking, which allowed her to correct any biases in the interpretation of the
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participants' responses. Besides correcting researcher's biases, member-checking
interviews allow the participants to provide more contextual background to the responses
they have provided earlier as they were listening to their previous responses. The constant
checking and reiterating by participants helped make the research data richer and truthful.
Limitations and future research
The model of network influences and the network-related emotions seek to
porhay the participants' living environment and the emotions occurred when interacting
with various sources of health- and stroke-related information. However, there are
limitations in the model presented. The model was not able to show the nuances of the
emotions felt, as well as the varying degrees of influences among the networks. The
model is static, but its underlying relations and emotions are constantly evolving and
have a dynamic nature. Emotions explored were present as emotional gaps and bridges,
but these may not be universal constructs of emotions felt in other settings due to
different mental models others may have developed. More data has to be collected in
order to confirm tle truthfulness of this model.
Due to the limited time frame available for this study, in-depth research in the
form of longitudinal observations and interviews could not be conducted. Future research
can include additional interviews conducted over a longer period of time to capture the
changes and phases of network building as well as its related emotions' Other research
methods like conversation analysis, as well as observations of actual health-seeking
interactions can help reach this goal. For future research, it will be helpful to concentrate
on examining the actual interaction between the sources and the participants. Research
can focus on the evaluation ofwords and non-verbal actions that helped place the sources
of information into the various networks, which give rise to certain network-related
emotions felt, such as comfort.
Three interrelated areas ofhealth communication among the older population are
explored 
- 
stroke knowledge, network influences, and source credibility, of which all are
tied to emotions. While emotions have been suggested to be a powerful source of attitude
and behavioral changes in the area of community health education, little research has
been conducted to review the underlying process of emotional influences in such
behavioral changes. Emotions have not been observed as a central theme in health-related
theories (Rimer, 2002), though they are important indicators ofa person's acceptance,
adoption, or resilience to a health behavior, action or lifestyle. Future research can
examine deeper into how emotions arising fiom networks can influence message
effectiveness, as well as its resulting impact on behavior changes.
This research hopes to provide an in-depth account ofhow emotions arise from
network inlluences and how people rely on emotions to bring them tlrough an obstacle or
situation. Emotions can be powerful in the way they affect attitude, and results in the
positive evaluation of the sources of important information regarding health, stroke, and
general well-being.
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